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Dawes, RicHarp St. Mark, M.R.C.S., Gawler, South Australia. 
Dawson, YetvertTON, M.D., Heathland, Southborne-on-Sea, Christ- 
church, Hants. 
Day, Witit1AmM Henry, M.D., 10, Manchester-square, W. oc 3. 
Dent, Cruinton THomaAs, F.R.C.S., 61, Brook-street, Grosvenor-square, 
W.- 03, 
Diver, Epensezer, M.D., Yately House, Kenley, Surrey. 
Dopp, Henry Work, F.R.C.S., 136, Harley-street, W. 
Dotan, THomas MicuHart, M.D., Horton House, Halifax. Fm 1882. 
Doran, ALBAN HENRY GRIFFITHS, F.R.C.S., 9, Granville-place, W. c3. 
Dovetas, WititamM, M.D., Dalkeith House, 7, Clarendon-place, 
Leamington Spa. 
Dowsz, THomas StretcH, M.D., 14, Welbeck-street, W. § 3, 0c 3. 
Drew, JoHN Henry, M.R.C.S.,38, Eastbourne-terraee, Hyde Park, W. 
o 6. 
DrReEwITT, FrepERIC GuorGEe Dawtrey, M.D.,2, Manchester-square, W. 
DRYSDALE, CHARLES Rosert, M.D., 23, Sackviile-street, W. 
DucxwortH, Sir Droz, M.D., 11, Grafton-street, Piccadilly, W. 
*Dunoan, James, M.B., 8, Henrietta-street, Covent Garden, W.C. 
Dunoan, WrittiamM, M.D., 6, Harley-street, W. 
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DuruaM, FrepericK, F.R.C.S., 82, Brook-street, W. 


Eastrts, THomas, M.D., 3, Shakespeare-terrace, Folkestone. 

Ecores, ArtHUR Symons, M.B., 23, Hertford-street, Mayfair, W. 

EppoweEs, ALFRED, M.D., 25, Old Burlington-street, W. 

Epmunps, JAMES, M.D., 29, Dover-street, W. 

Epwarps, FrepERICK SwinForD, F.R.C.S., 55, Harley-street, W. 
Councillor. 

Etiorr, GEoRGR FREDERICK, M.D., 1, Albion-street, Hull. 

Exxiotr, THomas, M.D., Monson-place, Tunbridge Wells. 

Emsieton, Dennis Cawoop, M.R.C.S., St. Wilfrid’s, Bournemouth. 

Emonp, E., M.D., 113, Boulevard Beaumarchais, Paris. 

Eneuisu, Epa@ar, M.R.C.S., High-street, Mexborough, near Rotherham. 

Enauisu, THomas Jounston, M.D., 128, Fulham-road, 8.W. 

Ester, Ropert, M.D., 4, Queen’s-road, Peckham, S.E. 

Evan-Smitu, Evan McLaurin, M.R.C.S., 253, Cromwell-road, S.W. 

Ewart, JosrpH, M.D., J.P., Retired Dep. Surgeon-General, Bengal 
Army, Montpellier Hall, Brighton. o. 

Ewart, Witii1amM, M.D., 33, Curzon-street, Mayfair, W.  c. 


1889. 


1884. 
1873. 


1884. 
1888. 
1885. 
1887. 
1878. 
1883. 
1876. 
1884. 


1878 


1884. 


1879. 


1873. 


1887. 
1871. 
1885. 
1879. 
1887. 


1868. 
1886. 
1884. 


1883. 
1862. 


1847. 


1887. 


1891. 
1887. 
1879. 
1856. 
1882. 
1881. 
1867. 
1869. 


XXX1 


FAIRBANK, FREDERICK Royston, M.D., 59, Warrior-square, St. 
Leonards-on-Sea. 
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Fenwick, Beprorp, M.D., 20, Upper Wimpole-street, W. 
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Horrocks, Hersert, M.D., N.E. Hospital for Children, Hackney-road, 
N.E. 
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street, W. 


VOL. XVI. Cc 


1890. 
1864. 
1884, 
1889, 
1881. 


1892. 


1875. 


1889. 
1891. 


1884 


1874. 


1882. 


1887. 


1884. 
1886. 
1883. 


1883. 
1893. 
1886. 
1888. 
1890. 


1888. 


1892 


1893. 
1377, 


1889. 
1874, 
1891, 


1884, 


XXXIV 
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JAGIELSKI, VicTOoR APOLLINARIS, M.D., 54, York-terrace, Regent’s 
Park, N.W. 
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Law, Epwarp, M.D. Edin., 35, Harley-street, W. 
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MacCormac, Sir Witiam, F.R.C.S8., 13, Harley-street, W. P, VP, 
§ 2, 0 4,.0. 

MacKetiar, ALEXANDER OBERLIN, F.R.C.S., 79, Wimpole-street, W. 

Macxenziz, StepHen, M.D., 18, Cavendish-square, W. vP 2,03, 
LL. Councillor. 

MacraGan, THomaAs Joun, M.D., 9, Cadogan-place, S.W. o 3. 

MacLaren, ALEXANDER CONNELL, 60, Harley-street, W. 

Macuean, ALLAN, Harpenden Hall, Herts. 

MacrEADY, JONATHAN FosteR CuHRistT1AN Horace, F.R.CS., 51, 
Queen Anne-street, W. 

Mappicx, Epmunp Distin, F.R.C.S. Edin., 2, Chandos-street, Caven- 
dish-square, W. 

Macurire, Ropert, M.D., 4, Seymour-street, W. c 2. 

Marr, Ropert Suater, M.D., 28, Ledbury-road, Bayswater, W. 

Matcorum, Joun Davin, F.R.C.S. Edin., 18, Portman-street, Portman- 
square, W. 

Matcorm, Wititam A., M.B., Oak House, 421, Holloway-road, N. 

Mantte, AtFrED, M.D., Savile-place, Halifax. 

MapotrHer, Enwarp Dition, M.D., 32, Cavendish-square, W. Coun- 
cillor. 

Marsu, Howarp, F.R.C.S., 30, Bruton-street, W. 

MARSHALL, ARTHUR LuMsDEN, M.B., 56, Rectory-road, N. 

Marsnatt, Enwarp, M.R.C.8., Mitcham, Surrey. 

MarsHatyt, Wiiiram, M.D., Torrieburn, Barnes, 8S.W. 

MarsHatt, WILLIAM GURSLAVE, F.R.C.S., 72, Bromfelde-road, Clap- 
ham, S.W. 

Martin, JOHN MicHaEL Harpine, M.D., Arnheim, Blackburn, Lan- 
cashire. 

Martin, Srpnry, M.D., 10, Mansfield-street, W. 

MarxHeson, Farquyar, M.B., 11, Soho-square, W. 

Mavpgz, Artuur, M.R.C.S., Winterton House, Westerham, Kent. 

MavnsELL, H. WiDENHAM, M.D., 37, Stanhope-gardens, Queen’s-gate, 
S.W. 

May, CHICHESTER Govuxp, M.D., 26, Walton-street, Pont-street, S.W. 

Mav, Wixtu1am Paaz, M.D., 38, Weymouth-street, W. 


1835. 
1885. 


1873. 
1884. 
1864. 


1882. 


1883. 
1883. 
1883. 
1893. 
1871: 
1881. 
1878. 


1882. 


1884 


1878. 
1893. 


1886. 
1884. 
1890. 
1886. 
1879. 
1885. 


1893. 
1877. 
1876. 
1889. 
1880. 


1887. 


1885. 
1884. 
1884. 
1892. 
1875. 


1892. 


XXXVIT 


McConnet, Henry Witson, M.B., Litchdon, Barnstaple, Devon. 

McGeracu, THomas Epwin Fostsr, M.D., 23, New Cavendish-street, 
W. 

McHarpy, Matcorm Macponatp, F.R.C.8. Edin., 5, Savile-row, W. 

MEREDITH, WiLLIAM APPLETON, C.M., 21, Manchester-square, W. 

Mippremist, Rospert Percy, M.R.C.S., 6, Devonport-street, Hyde 
Park, W. c4. 

Mitts, JosepH, M.R.O.8., 28, Queen Anne-street, Cavendish-square, 
WwW. 

Money, Ancet, M.D. (travelling). oc. 

Moorz, Tuomas, F.R.C.S., 6, Lee-terrace, Blackheath, 8.H. 

More@an, JoHN Hammonp, F.R.C.S., 68, Grosvenor-street, W. 8 2, C. 

Morison, ALEXANDER, M.D., 14, Upper Berkeley-street, W. 

Morey, ALEXANDER, 42, Albemarle-street, W. 

Morris, Henry, F.R.C.S., 8, Cavendish-square, W. c. 

Morris, Matcoum ALEXANDER, F.R.C.S. Edin., 8, Harley-street, 
W. 62. 

Morton, ANDREW STANFORD, F.R.C.S., 26, Weymouth-street, Port- 
land-place, W. 


. *MovULLIN, CHARLES WittiaM Mansext, F.R.C.S., 69, Wimpole- 


street, W. 
Mumrorp, Witi1aAmM Lua@ar, M.D., 12, Suffolk-street, Pall-mall, S.W. 
Muvrpuy, Groree WrynvuaM, M.B., J.P., 98, Gloucester-crescent, Hyde 
Park, W. 
Murpuy, James, M.D., Holly House, Sunderland. 
Murray, Frep., M.B., Durbanville, Cape Colony, South Africa. 
Muvurray, Grorae, M.R.C.S., 34, Wimpole-street, Cavendish-square, W. 
Murray, Husert Montacusn, M.D., 27, Savile-row, W. Councillor. 
Muvurretr, Witriam, M.D., 17, Welbeck-street, W. 
Myers, ArtHuR Tuomas, M.D., 2, Manchester-square, W. 


Napier, ALEXANDER Disney LeituH, M.D., 67, Grosvenor-street, W. 
Nespitt, Dawson, M.D., 1, Norfolk-square, Hyde Park, W. 
NewuHaAm, JAmzs, 80, Gloucester-place, W. 


*Nras, J. Baupwin, M.B., 40, Brook-street, Grosvenor-square, W. 


Nrx, Epwarp James, M.D., 11, Weymouth-street, W. 


OaxtEy, ADAM RospertT Hamitton, L.R.C.P., Treath, Hornchurch, 
Essex. 

Oagitviz, Lestizr, M.B., 46, Welbeck-street, W. 

OaiE, CHARLES JOHN, 1, Cavendish-place, W. 

OLIveR, GrorGE, M.D., West End Park, Harrogate. 

OprENsHAW, THOMAS Horrocks, F.R.C.S., 16, Wimpole-street, W. 

Orp, Wittiam Mituer, M.D., 37, Upper Brook-street, W. Pp, © 4. 
Orator. 

Orv, Witi1amM Wattis, M.D., 2, Queen-street, Mayfair, W. 


1887. 
1889. 
1884, 


1880. 
1883. 


1878 


1881. 


1886. 
1880. 
1882. 
1377. 
1867. 
18S1. 
1871. 
1885. 


1872. 
1891. 
1890. 


1861. 
1854. 


1881. 
1883. 
S72. 


1883. 
1876. 


1873. 


1885. 
1883. 


1878. 


1883. 
1884, 
1883. 
1890. 


. 


XXXVIII 


OrMEROD, JosEPH ARDERNE, M.D., 25, Upper Wimpole-street, W. . 

Orton, GEORGE Hunt, M.B., 14, Campden Hill-road, Kensington, W. 

Orwin, ARTHUR WIGELSWoRTH, M.D., 15, Weymouth-street, Portland- 
place, W. 

OswaLp, JAMES WADDELL JEFFREYS, M.D., 245, Kennington-road, 8.E. 

OweEn, CHARLES J. Rayuzy, 14, Devonshire-terrace, Hyde Park, W. 

*OweEN, EpmunD, F.R.C.S., 64, Great Cumberland-place, W. vp 2, c3, 

8$2,smM,LL. Trustee. 

Owen, IsamBARD, M.D., 40, Curzon-street, Mayfair, W. 8 2, c 4. 


Paaut, STEPHEN, F.R.C.S., 57, Wimpole-street, W. c 2. 
PALMER, FREDERICK STEPHEN, M.D., Compton Lodge, East Sheen, 8.W. 
PautMER, WILLIAM Pitt, M.B.,17, Belgrave-terrace, Torquay. 
*PARAMORE, RicHARD, M.D., 2, Gordon-square, W.C. 
PARKINSON, GEORGE, 50, Brook-street, Grosvenor-square, W. 
ParrortT, Epwarp Joun, M.R.C.S., The Thorn, Hayes, Middlesex. 
Parsons, Francis Henry, M.D., “ The Hurst,’”’ West Worthing. 
Pasteur, Wiiri1amM, M.D., 4, Chandos-street, Cavendish-square, W. 
Honorary Secretary. 
PaTTEN, CHARLES ARTHUR, M.R.C.S., Marpool House, Ealing, W. 
PATTERSON, CHARLES SumNER, M.B., 353, City-road, E.C. 
Pattison, Epwarp Serron, M.R.C.8S., Granville House, Fulham-park, 
S.W. 
Pau, JoHn Haysatt, M.D., Camberwell House, Camberwell, 8.E. co 6. 
Pavy, Freperick WituiAmM, M.D., F.R.S., 35, Grosvenor-street, W. 
VP, LL, 0: 
*Pracey, WiLi1AM, M.D., 11, Breakspears-road, Brockley, S.E. 
Prck, Epwarp Gror@e, M.A., Queensbury, Bradford, Yorks. 
PrepierR, Grorce Henry, M.R.C.S., 6, Trevor-terrace, Knightsbridge, 
S.W. 
Prriaat, ARTHUR, M.D., New Barnet, Herts. 
PHILLIPS, CHARLES DoveaLas Frerauson, M.D., F.R.S.E., 10, Henri- 
etta-street, Cavendish-square, W. © 3. 
PHILLIPS, GrorGE RicHarp TuRNER, M.R.C.S., 24, Palace-court, 
Bayswater-hill, W. c 2. 
Puituies, Jonn, M.D., 71, Grosvenor-street, W. 
Puitiirs, Sipney Puicrp, M.D. Lond., 62, Upper Berkeley-street 
Portman-square, W. 
PHILLIPS, SUTHERLAND Rezs, M.D., St. Ann’s Heath, Virginia Water, 
Berks. 
Piox, THoMAS Pickrrine, F.R.C.S., 18, Portman-street, W. o 2. 
Prssssz, C. H., M.R.C.S., 2, New Bond-street, W. 
Pirrs, BERNARD, F.R.C.S., 109, Harley-street, Cavendish-square. c 5,8 2. 
Port, Harry Campspett, M.D. Lond., 280, Goldhawk-road, Shep- 
herd’s Bush, W. 


b 
\ 


1873. 


1850. 
1871. 


1891. 
1891. 
1891. 


1885. 
1889. 
1873. 


1870. 


1883. 
1892. 
1861. 
1881. 
1859. 


1890. 
1850. 
1879. 
1890. 
1882. 


1887. 
1872. 
1872. 


1850 


1830. 


1891. 
1868. 


1857. 
1885. 
1874. 


1889. 


XXXIX 


Port, Hernricn, M.D., 48, Finsbury-square, H.C. Hon. Seo. Foreign 
Correspondence. 
*Ports, WiLLr1aM, F.R.C.S., 2, Albert-terrace, Regent’s Park, N.W. ©3. 
PowELL, Ricuarp Dovexas, M.D., 62, Wimpole-street, W. P, VP, 
c 5, o. 
Powet, Wint1am Wyrypuam, M.R.CS., 34, Cliveden-place, Eaton- 
square, S.W. | 
Preston, THEODORE JuLIAN, M.R.C.S., Staff Surgeon, Royal Navy, 
7, Caroline-place, Mecklenburgh-square, W.C. 
*PRICKETT, MARMADUKE, M.D., 12, Devonport-street, Gloucester- 
square, W. 
PRINGLE, JOHN JAMES, M.B., 23, Lower Seymour-street, W. 
PRITCHARD, OwEN, M.D., 37, Southwick-street, Hyde Park, W. 
PURCELL, FERDINAND ALBERT, M.D., 7, Manchester-square, W. 


QuaIN, Sir RicHaRD, Bart., M.D., F.R.S., 67, Harley-street, W. VP, 
C 3. 


RALFE, CHARLES Henry, M.D., 26, Queen Anne-street, W. 
Ramsay, JAMES, M.D., High Peter-gate, York. 
RAMSKILL, JABEZ SpeNnczH, M.D., 5, St. Helen’s-place, H.C. 
RANKING, JoHN EBENEZER, M.D., Hanover House, Tunbridge Wells. 
*RAYNER, JOHN, M.R.C.P. Edin., Swaledale House, Highbury-quadrant, 
N. 
RayNER, W11Li14M, M.R.C.S., 4, Dorset-square, N.W. 

*READ, REGINALD, F.R.C.P. Edin., 15 Windsor-road, Denmark-hill, 8.E. 
REEVES, HENRY ALBERT, F.R.C.S. Edin., 7, Grosvenor-street, W. 
ReipD, Jonny, M.B., Clanmurray, Dromore, co. Down. 

Reip, THomas WHITEHEAD, F.R.C.P. Edin., 34, St. George’s-place, 
Canterbury. 
ReMFrRY, LEonaRD, M.D., 60, Great Cumberland-place, Hyde Park, W. 
REYNOLDS, JOHN RussEtu, M.D., F.R.S., 88, Grosvenor-street, W. 3. 
RicHAaRDS, JOSEPH PrEKE, M.R.C.S., 6, Freeland-road, Ealing, W. 
c 3. 
*RICHARDSON, Sir BENJAMIN WakpD, M.D., LL.D., F.R.S., 25, Man- 
chester-square, W. P, VP, LL, C 5, 0, FM 1854. 
*RoBARTS, HENRY Pratt, F.R.C.S., 31, Great Coram-street, W.C. vv 2, 
s9,c010, rm 1844, sm. 
Ross, JAMES Taytor, M.D., 33, Lowndes-street, Belgrave-square, W. 

*RoBERTS, Davip Luoyp, M.D., F.R.S.E., 11, St. John’s-street, Man- 

chester. 

Roserts, Davip WATKIN, M.D., 56, Manchester-street, W. 

Roserts, EpwaRpD CoLeRIDGE, M.R.C.S., Southgate, N. 

Roperts, Freperick Tuomas, M.D., 102, Harley-street, W. Vice- 
President. 

Roserts, Sir Witi1aM, M.D., F.R.S., 8, Manchester-square, W. ©. . 


1873. 


1884. 
1847, 
1890. 
1886. 
1874. 
1883. 
1888. 
1876. 
1881. 
1848. 


1891, 
1887, 


1889, 
1886. 
1879. 


1887. 
1884. 
1863. 


1886. 
1886. 
1873. 
1868. 


1883. 
1887. 
1876. 
1889. 
1884. 


1886. 


1890. 
1871. 
1881. 
1878. 
1885. 
1890. 
1890. 
1834. 


XL 


Roperrson, WitLiAM Henry, M.D., J.P., 6, The Square, Buxton, 
Derbyshire. 
Rosrnson, ARTHUR Henry, M.D., The Infirmary, Bancroft-road, N.E. 
*RogERS, WILLIAM RICHARD, M.D., 56, Berners-street, W. VP, C 6. 
Root, ARTHUR GuERNSEY, M.D., Albany, New York, U.S.A. 
Rost, Ropert Duncan, F.R.C.S8., St. Leonard’s-place, York. 
Rose, WILLIAM, F.R.C.S., 17, Harley-street. © 2, LL, VP 2. 
*Ross, DanreL McCrivurz, F.R.C.S., 76, Upper Berkeley-street, W. 
*RotH, BERNARD, F.R.C.S., J.P., 29, Queen Anne-street, W. 
Routru, ALFRED CuRTIS, 33, Marina, St. Leonards-on-Sea. 
Routru, AMAND, M.D., 14a, Manchester-square, W. C 2. 
*Rourn, Cuartes Henry Fenix, M.D., 52, Montagu-square, W. P, 
vp 2,0, LL, 8 4,06, 8M. Trustee. 
RuFFER, Marc ARMAND, M.D., 5, York-terrace, Regent's Park, N.W. 
RusHwortH, Frank, M.D., ‘“ Langdale,’ Goldhurst-terrace, South 
Hampstead, N.W. 
RvussELL, JAMES SAMUEL RisiEN, M.B., 4, Queen Anne-street, W. 
RUTHERFOORD, Henry Trotter, M.D. 
RYLEY, JAMES BERESFORD, M.D., 5384, Welbeck-street, W. 


SaInsBuRY, Harrineton, M.D., 68, Welbeck-street, W. 
Satter, THOMAS Knieut, M.R.CS. 
*Sansom, ARTHUR Ernest, M.D., 84, Harley-street, W. vp, 8 2, c 5, 

SM, §, EL, 0. 

SavaGE, GroraEe Henry, M.D., 3, Henrietta-street, W. C. 

Savitut, THomas Drxon, M.D., 12, Upper Berkeley-street, W. 

SEDGWIOK, JAMES, M.D., Boroughbridge, Yorkshire. 

Szppewick, LeonarD WixLIAM, M.D., 2, Gloucester-terrace, Hyde Park, 
W. vp 2,o4, §3. 

Semon, Frerix, M.D., 39, Wimpole-street, W. §, ©. 

SERVAIS, Leorotp, M.D., Antwerp, Belgium. 

SEWELL, CHARLES Bropig, M.D., 21, Cavendish-square W. oc. 

SuHaw, Greorae, M.B., 1, The Drive, West Brighton. 

SHaw, Joun, M.D., Burlington House, Willoughby-road, Hampstead, 
N.W. 

SHEILD, ARTHUR Marmavukge, F.R.C.S., 20, Stratford-place, Oxford- 
street, W. ©,8 2. Councillor. 

SHEPPARD, Witu1AM Joun, M.D., Laurel House, Putney, S.W. 

SHETTLE, RICHARD CHARLES, M.D., 73, London-street, Reading. 

SHipron, ARTHUR, F.R.C.S. Edin., Buxton, Derbyshire. 

SHIPTON, WILLIAM PaRKER, M.R.C.S., J.P., Buxton, Derbyshire. 

SHOEMAKER, JOHN V., M.D., 1031, Walnut-street, Philadelphia, U.S.A. 

Sinz, Joun FreDERICK WiLLIAM, M.D., 29, Weymouth-street, W. 

Simon, Rospert M., M.D., 27, Newhall-street, Birmingham. 

Simpson, JAMES Herbert, M.D., The Crescent, Rugby, Warwickshire. 


1884. 


TSSl. 
1883. 
1886. 


1862. 
1889. 


XLI 


SINCLAIR, JoHN, M.R.C.P., General Post Office, St. Martin’s-le-Grand, 
E.C. 
SistEy, Ricuarp, M.D., 11, York-street, Portman-square, W. 


*SKERRITT, HDwaARD MarxKuam, M.D., Richmond Hill, Clifton. 


StaTerR, CHarius, M.B., 16, Northwick-terrace, St. John’s Wood, 
N.W. 

SLIGHT, GEORGE, M.D., 37, Western-street, King’s-road, Brighton. co 2. 

SMALE, Morton, M.R.C.S8., 224, Cavendish-square, W. 


1845. *Smines, WittiAM, M.D., St. Martha's Lodge, Guildford. vp 2,8 4, 


1887. 


1848 


1873. 
1880. 
1891. 
1877. 


1882. 
1873. 


1872. 


1874. 
1888. 
1869. 
£887. 
1883. 


1864. 


1881. 
1892. 
1884. 
1892. 
1882. 
1891. 
1883. 


1884. 


1885. 


CO; OM: 
Smitu, Frreperick Jonny, M.D., 4, Christopher-street, Finsbury- 
square, H.C. 


. *Smitu, Hunry, F.R.C.8., 7, Wimpole-street, W. P, VP, LL, 0, C3. 
1882. 


SmirH, Herpert Urmson, Oudtshorne, Cape of Good Hope, South 
Africa. 

SmitH, Heywoop, M.D., 18, Harley-street, W. o3. 

Smiru, Nose, F.R.C.S. Edin., 24, Queen Anne-street, W. 

Smiru, SotomMon CuHaruzes, M.D., 4, Portman-mansions, Baker-street, W. 
Smiru, Sypney Luoyp, M.R.CS., 25, Argyle-square, King’s Cross, 
W.C. ; 

SmitH, THoMAS FreDERICK Hveu, F.R.C.S., Farningham, Kent. 


*SmitH, THoMAS GiLBARtT, M.D., 68, Harley-street,W. VP 2, 8 2, 8M, 


C4. Trustee. 

SmirH, WauTEeR, M.R.C.P. Edin., 2, Stanhope-terrace, Gloucester-gate, 
Regent’s Park, N.W. 

SmytH, WiLtIAM Woops, Maidstone. 

SPENCER, JOHN, Lyons-terrace, Hetton, Durham. 

SPENDER, JOHN Kent, M.D., 17, Circus, Bath. Fm 1874. 

Spromr, Scanzs, M.D., 28, Welbeck-street, W. 

Spirta, Epmunp Jounson, M.R.C.S., Ivy House, Clapham Common, 
S.W. 

Squire, ALEXANDER JoHN Batmanno, M.B., 24, Weymouth-street, 
Portland-place. 

STaRTIN, JAMES, M.R.C.S., 15, Harley-street, W. 

STAVELEY, WiuiiAM H. C., F.R.C.S8., 18, South Eaton-place, 8.W. 

STEPHENS, WiLtiAM Jouy, 9, Old Steyne, Brighton. 

STEWART, Hastines, M.R.C.S., 134, Charles-street, St. James’s, S.W. 

Srzwart, Jamus, F.R.C.P. Edin., Dunmurry, Sneyd-park, near Clifton. 

STEWART, WILLIAM Hpwarp, F.R.C.S. Edin., 16, Harley-street, W. 

STEWART, WiLLIAM Ropert Henry, F.R.C.S. Edin., 42, Devonshire- 
street, Portland-place, W. 

Stiven, Epwarpd Winnan Freminea, M.D., Lincoln House, Harrow, 
Middlesex. 

Stivens, B. H. Lynz, M.D., 11, Kensington Gardens-square, W. 


1848. *StockeR, JoHN SHERWOOD, M.D., 2, Montagu-square, W. c 10, s 2. 


1884. 


STOKER, Georges, 14, Hertford-street, Mayfair, W. 
e 3 


1892. 
1877. 
1873. 
1881. 


1889. 
1892. 
1876. 
1892. 
1892. 
1385. 


1884. 


1864. 
1879. 
1875. 
1882. 
1859. 


1855. 
1873. 
1884, 


1892. 
1876. 
1867. 


1856. 


1884. 


1876. 
1867. 
1865. 
1884. 


1882. 
1886. 
1884. 


1890. 
1883. 
1891. 


XLII 


STonHAM, CHarugs, F.R.C.S., 4, Harley-street, W. 

Stowers, JAMES HERBERT, M.D., 41, Finsbury-square, H.C. 

STRANGE, WiLLIAM HxratH, M.D., 5, Grosvenor-street, W. © 3. 

Sturar, WitttAm Aten, M.D., Maison Malausséna, Boulevard 
Dubouchage 29, Nice. 8M. 

SUMPTER, WALTER JOHN ERneELY, M.R.C.S8., Sheringham, Norfolk. 

SUNDERLAND, Septimus, M.D., 35, Bruton-street, W. 


*SUTHERLAND, Hienry, M.D., 6, Richmond-terrace, Whitehall, S.W. 


Sutton, J. Buann, F.R.C.S., 48, Queen Anne-street, W. 
Swirrt, WILLIAM JOHN CrorpLey, M.R.C.S8., 4, Gordon-square, W.C. 


*SyeRS, Henry Wattier, M.D. Camb., 3, Devonshire-street, Port- 


land-place, W. 
Symonps, Horatio Percy, F.R.C.S., 35, Beaumont-street, Oxford. 


Tart, Epwarp WILMsHuvRST, 48, Highbury-park, N. 


*Tart, Lawson, F.R.C.S., 7, The Crescent, Birmingham. 


TAMPLIN, CHARLES Harris, “ Lindfield,” Crescent-road, Ramsgate. 

Taytor, Seymour, M.D., 16, Seymour-street, Portman-square, W. © 2. 

THompson, EpmMunpD Symzs, M.D., 33, Cavendish-square, W. VP, 0, 
8 8, c 3, SM. 

THompson, Sir Henry, F.R.C.S., 35, Wimpole-street, W. VP., LL, 04. 

THOMSON, JOHN RopeErRts, M.D., Monkchester, Bournemouth, Hants. 

Tuomson, WittiamM Srnoxuarr, M.D., 1, Palace-court, Notting Hill 
Gate, W. 

THORNTON, GEORGE, M.D., St. Marylebone Infirmary, Notting Hill, W. 

THORNTON, JOHN KnowsteEY, M.C., 49, Montagu-square, W. P, VP, © 3. 

THOROWGOOD, JOHN CHARLES, M.D., 61, Welbeck-street, W. 11, 
§ 2, 8M, Oo 3. 

TuHupicuumM, Joun Lovurs WititAmM, M.D., 11, Pembroke-gardens, 
Kensington, W. VP, LI, 0, ©. 4 

TuuRSFIELD, THomAs WiuiaAmM, M.D., J.P., Selwood, Beauchamp- 
square, Leamington. 

TrBpBirs, HerBert, M.D., 68, Wimpole-street, W. 

Timms, Gopwin Wizi4m, M.D., 9, Wimpole-street, W. 
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GENERAL MEETING. 


March 6th, 1893. 
JonaTHaN Hortcuinson, F.R.C.S., F.R.S., President, in the Chair. 


Annual Report of the Council presented at the General Meeting of the 
Society, March 6th, 1898. 


AccorpiIneé to custom, the Council begs to submit to the Fellows its 
Annual Report for the past session. 

The meetings have been, as a rule, well attended, and papers of interest 
and importance have been ‘brought forward. 

The Clinical Evenings have been much appreciated, and the Secretaries 
take this opportunity of soliciting the co-operation of the Fellows in assist- 
ing them to find cases of interest, as on several occasions some difticulty 
Was experienced in providing sufficient clinical material. 

The Annual Oration by Sir James Crichton Browne, F.R.S., was 
delivered before a crowded audience, and the Lettsomian Lectures by Dr; 
John §S. Bristowe, F.R.S., were numerously attended and excited much 
interest. 

The Anniversary Dinner at the Hétel Metropole, with Dr. Douglas 
Powell, President, in the Chair, was a social success, no less than 163 
Fellows being present. The Annual Conversazione was well attended 
and generally appreciated. 

The total number of Fellows on the roll is 764, of whom 590 are Sub- 
scribing Fellows. The Society is to be congratulated on the large num- 
ber (39) of new Fellows who have joined it in the past session. Two 
former Fellows have been readmitted, and there have been ten resigna- 
tions, ‘The Council has to deplore the loss by death of 15 Fellows, leaving 
a net increase of 16 Fellows during the whole session. 

The Council must make special reference to the decease of Sir Richard 
Owen. His death deprives the Society of one of its most illustrious 
Honorary Fellows, whose life-work is too well known to need recall here. 
Sir William Aitken, whose name also occurs among the list of deceased 
Fellows, was well known to the profession through his treatise on 
medicine and his valuable work in connection with the Army Medical 
Service. 

The special advantages of the Medical Society of London are well 
known, and the papers published in the annual volume of Transactions 
cover the whole range of medicine and surgery. The Council hopes that 
the Fellows will endeavour to induce others to join the Society, and so fill 
the vacancies occasioned by death or resignation. 
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Vol. XV of the Transactions was presented at the first meeting in 
October last. It includes the Oration on “ Sex in Education,” by Sir James 
Crichton Browne, and the Lettsomian Lectures on “The Surgery of 
Trigeminal Neuralgia,” by Professor William Rose. Among other papers 
of great interest in this volume may be mentioned “ Observations on the 
Cure of Ascites due to Hepatic Disease,” by Dr. Bristowe, and “ Further 
Observations in Hepatic Surgery,” by our former President, Mr. Knowsley 
Thornton. 

The first award under the new scheme for the administration of the 
Fothergillian Trust was made in March. A gold medal of the value of 
20 guineas, together with the full honorary premium of 40 guineas, has 
been granted to Dr. W. R. Gowers, F.R.S., for his work in practical 
medicine, especially with reference to his important treatise on ‘ Diseases 
of the Nervous System.’ 

The financial condition of the Society is satisfactory, as will be seen by 
the balance-sheet appended hereto. In the last Report reference was 
made to extensive building operations carried out immediately adjacent 
to the Medical Society’s premises. Without giving details of the various 
arrangements which have been entered into, it will suttice to say that, by 
the yielding of a small portion of frontage in Chandos Street, the Society 
has gained material advantage in the building for it of additional premises, 
and an undertaking on the part of the builder to carry out by March, 
1894, certain important alterations in the present ground-floor, which will 
include a new cloak room and lavatories. 

In addition to the above, the Society received a money payment of 
£500, whereby the Treasurer and Council were enabled to pay off six 
bonds, reducing the debenture debt of the Society to £2,100, and effect- 
ing a proportionate decrease in the annual interest on the bonds. This satis- 
factory termination to lengthy and complex negotiations was not arrived 
at without much trouble ; and the best thanks of the Society are due to 
the House and Finance Committee, and especially to its Chairman, Mr. 
Goodsall, whose untiring exertions on behalf of the Society entitle him to 
the hearty thanks of every Fellow. 

The increased work and the disturbance associated with building 
operations have interfered with the progress of several important matters 
which the Council hoped to have carried to completion. Foremost among 
these is a complete revision of the laws of the Society, which are, to a cer- 
tain extent, antiquated and confused. A beginning has already been 
made, and the Council hopes to complete the revision during the next 
session. 

The Council wishes to express its appreciation of the services of the 
Registrar, Mr. Hall, during the past session. He has shown the greatest 
energy and zeal in undertaking greatly increased duties amid considerable 
difficulties, in consideration of which, and on the recommendation of the 
Treasurer and House and Finance Committee, his salary has been raised 
to £100 per annum. 

In conclusion, the Council has to congratulate the Society in retaining 
for another year the services of its Treasurer, Mr. Arthur E. Durham, 
whose excellent management of the finances of the Society is well known 
and recognized and entitles him to hearty commendation. 

The best thanks of the Society are also due to the Hon. Librarian, 
Dr. Allchin, for his unremitting attention—under the aforementioned dis- 
turbing circumstances—to the requirements of the Library, and the 
Council is fortunate in being able again to retain his services. 
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Report of the Honorary Librarian. 


I regret that the Report which I have the honour to present on the 
work of the Library during the past year is scarcely so satisfactory as that 
which I have submitted on former occasions, owing to the very serious 
interruption and inconvenience brought about by building operations. It 
is sincerely to be hoped that, when the present alterations are completed, 
opportunity will offer for completing the laborious and lengthy work 
which still remains to be accomplished before the Library can be regarded 
as being in that state which the Fellows of the Society have a right to 
expect. 

During the past year 259 volumes have been added to the Library, 
50 of which were presented by authors or publishers and the remainder 
purchased from the Fothergillian Fund. A large number of magazines 
was also presented by Dr. Mitchell Bruce. 

The card catalogue of English medical works of the 16th and 17th 
centuries is almost completed, and Mr. Hall has, with much labour, 
catalogued the greater bulk of the pamphlets. 

Some progress has been made in the repairing and rebinding of the 
older works in the cases in the Meeting Room, towards the expense of 
which a small grant has been made from the funds of the Society, and a 
donation has been given by Sir Andrew Clark, a former President, and 
another is promised by Sir Richard Quain. 

The Library Committee has met three times during the year. 

My thanks are specially due to the Librarian, Mr. Hall, for most 
valuable assistance—rendered often at much personal inconvenience—for 
which the Society is much indebted to him. 


W. H. Atucury, M.D., 
Hon. Librarian. 
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TRANSACTIONS 


OF THE 


MEDICAL SOCIETY OF LONDON. 
120TH SESSION. 


October 17th, 1892. 


OPENING ADDRESS ON NAMES, DEFINITIONS, AND 
CLASSIFICATIONS. 


By the President, Jonatuan Hurcurnson, F.R.C.S., F.R.S., LL.D. 


GENTLEMEN,—I propose, with your permission, to avail myself 
of your President’s chair in order to make a few suggestions and 
criticisms in reference to a topic of great importance, and, at the 
same time, of much difficulty. I allude to the necessity, which is 
probably felt by most investigators, for a large reform in medical 
nomenclature, for better classification of disease, and, above all, 
for more precise definitions of the terms which we use. I can 
scarcely hope to escape the charge of temerity in venturing on such 
a theme—so wide in its bearings and so intricate in its details— 
but it will, I hope, be granted that the occasion is not wholly 
inappropriate, since I am addressing the members of the oldest 
medical society of our metropolis, and one which has always taken 
a foremost place in the advancement of clinical knowledge. It is 
precisely because great advance has been made in all departments 
of our knowledge as to the nature of disease that reforms in refer- 
ence to the names which we employ have become needed. We 
have outgrown the nomenclature of our forefathers. It would be 
strange if it were not so. If the few and simple names which 
sufficed to express the diagnostic achievements of a century ago 
were sufficient for us now, the fact would imply disgrace. In every 
department of natural history new species have been discovered, 
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and new names devised for them. The number of the species of 
flowering plants which have now been discriminated and have re- 
ceived distinctive names amounts, I am told, to 100,000. For the 
multiform manifestations of the results of the innumerable in- 
fluences which combine together to evoke disease in man, our 
names are probably not in the proportion of 1 per cent. I am 
aware that there exists an intense dislike to the introduction of 
new names, and more especially to all attempts at new classifica- 
tion. To some extent this prejudice is well based; yet, having 
regard to the future progress of clinical knowledge, I here make 
my most earnest protest against the present restriction of our 
nomenclature and the artificiality of our classifications. They con- 
stitute, I feel sure, hindrances of the very first moment. The surgeon 
who confines his attention to fractures and dislocations, aneurysm, 
hernia, and a few other cognate subjects, may easily get along with 
the present system. His subjects of investigation are, to a large 
extent, mechanical and almost wholly and strictly local. It is not 
a matter of any great difficulty to name, describe, and classify 
them. So, too, may the physician of the older school, who is 
content with his phthisis, bronchitis, and pneumonia, his albumin- 
uria, diabetes, and gout. So, too, may the specialist make himself 
happy in the success of his iridectomies and his cataract extrac- 
tions, and take very legitimate pleasure in the accuracy with 
which he can rectify by lenses defects in the configuration of the 
eyeball. 

Let us not for one moment underrate the importance of these 
every-day achievements, or of that common knowledge of common 
things which is a sine qué non to all of us. Our concern is rather 
to assert strongly that as soon as the specialist attempts to transcend 
his specialism, as soon as the physician or surgeon tries to get out 
of routine, and makes the attempt to understand not alone some, 
but all, the problems of pathogenesis which are brought before him, 
so soon will each and all find themselves cramped and hindered by 
our narrow and conventional systems of nomenclature and our 
fragmentary classifications. This is my assertion, and J make my 
appeal unhesitatingly to the experience of all clinical workers. I 
ask the neurologist whether such names as tabes dorsalis and 
epilepsy do not now each include a number of separate maladies 
which require separate grouping. I ask the physician whether he 
is content with the terms “ diabetes” and ‘‘ hysteria,’ while re- 
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specting dermatology I venture to offer my own opinion that there 
are at least twenty maladies classed under the name of lupus which 
require to be discriminated, and, putting all these aside, some five 
or six different types of ‘‘ tuberculosis of the skin.” 


‘“ SupsTanvTivE Disease’? AND “ Morpip ENTITY.” 


I trust that no one will think it necessary to remind me that 
there is a great difference between the names and systems of the 
zoologist and those of the student of disease, or, at any rate, that 
he will not do it in a manner to suggest that he considers the 
remark original. Nothing can be more obvious than that names, 
definitions, and classifications are far more difficult in our depart- 
ment of natural observation than in any other. If “species,” 
“cenus,” and the like in zoology have become in the light of 
modern discovery words which we must understand witn some 
mental reserve, they yet retain to a large extent their old limitary 
meanings, and are themselves capable of definition. In our special 
pursuits, however, such words have only an exceedingly restricted 
use. Few, indeed, are the forms of disease respecting which we 
can say, “ This malady is suc generis.” The clumsy but still indis- 
pensable expressions “substantive disease” and “morbid entity,” 
employed as implying that the phenomena so denominated stand 
alone and complete in themselves, and are in relation with one 
single cause, are probably in use amongst us far oftener than sound 
knowledge of the facts would justify. The more we know, indeed, 
the less are we inclined to admit respecting any given disease that 
it is substantive and self-complete. For the most part in studying 
disease we have to deal with most complicated phenomena and with 
an almost inextricable interlacement of varied causation. Hven in 
what appear to be the simplest of our problems, such, for instance, 
as the introduction of a specific poison into the system, we have to 
remember that one partner in the. so-called disease is the living 
body of the patient, and that no two cases are exactly alike. But 
the fact that definitions and classifications are in the case of medical 
pursuits immeasurably more difficult than in most other branches 
of knowledge does not make them of any the less importance. An 
orderly arrangement of the materials before us is the first requisite 
to success in the pursuit of further discoveries; and just as an 
adequate vocabulary must of necessity precede the making of defi- 
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nitions, so must carefully studied definitions precede any attempt 
at classification which will not necessarily result in error. 


DEFINITIONS AND DESCRIPTIONS. 


Permit me here, gentlemen, in limine, to deprecate earnestly 
the suspicion of a wish to stereotype any given definitions or to fix 
the laws of classification. In a progressive science like ours any 
such aims would be absurd. All our efforts in these directions 
must of necessity be tentative and temporary. Not the less 
earnestly, however, do I make protest against that idleness of 
mind which is content to go on using words to which no definite 
meanings have ever been assigned, and to abstain from attempts 
at natural classification merely because they are difficult. A dis- 
tinction must be drawn between a description and a definition. 
The former takes cognisance of the outward appearances of the 
disease described, and may be developed in much detail; the latter 
should be concise and, whilst seizing upon essential features, 
should exclude all that is extraneous. A good description should 
neglect nothing which may help to identification, whereas a defini- 
tion may be very good, yet, from the fact that it concerns itself 
rather with abstract qualities, may give but little immediate aid 
towards the recognition of the thing defined. A description is a 
not difficult achievement to any good observer; a definition 
demands much thought as well as observation. A definition may 
often include many related objects, each of which would require a 
separate description. Thus, for example, it may be suggested that 
the definition of “keloid ’’ should be “ fibroid overgrowth of scar 
tissue’’; but as being essentially of keloid nature we should have 
to describe for clinical purposes several affections, some of them 
subcutaneous, some extensively multiple, which offer at first sight 
little or no resemblance to the well-known glossy growths which 
so often develop in the scars of burns. A description of these 
latter, whilst it would offer by far the best aid to their diagnosis, 
would necessarily include features such as glossiness, brightness 
of colour, development of spurs, &c., which are wholly absent in — 
some of the affections referred to. Although I would gladly excuse — 
myself, I feel that I can scarcely with credit avoid the attempt to 
give some illustrations of what I have been trying to urge. We — 
will, if you please, take the names of three common diseases and — 
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try to define them, and at the same time to show how their defini- 
tions affect their position in any system of classification founded 
on natural affinities. Phagedeena, erysipelas, and diphtheria are 
words in common use, and yet I suspect that there is considerable 
difference of opinion as to how they should be defined, and as to 
where the diseases which they designate should be placed. 


‘“ PHAGEDANA.” 


Respecting phagedzena, it may perhaps be said that it is not the 
name for a ‘disease, but rather for a certain condition occasionally 
assumed by the inflammatory process. Permit me to assume, since 
time’ does not permit of our arguing the point, that between 
simple phagedeena, sloughing phagedena, and hospital gangrene 
there is no difference of kind, but only of degree of severity—that 
hospital gangrene is simply phagedeena having become epidemic in 
a hospital containing patients affected with wounds. Permit me to 
assume, also, what is exceedingly probable, that the gangrenous 
affections which attack the mouths and genitals of young children, 
and which are known as noma and cancrum oris, are really of a 
closely similar nature, though of a more severe type, with the 
phagedzena which we so often encounter in syphilis. These data 
being granted, we have first to note that it is undoubted that 
cancrum oris, noma, and syphilitic phagedena may begin quite 
independently of contagion. It is therefore not a specific malady 
in the sense of being dependent upon the implantation of a specific 
virus. Next, we must record that, although these inflammations 
may occur to persons seemingly in robust health, they are almost 
invariably those who have suffered from syphilis, or, in the case of 
noma and its congener, recently passed through a specific fever, 
measles, variola, whooping-cough. With somewhat more hesita- 
tion, another assertion must be made, that the use of mercury has 
often preceded not only the syphilitic forms, but also those seen in 
children. We come, then, to the definition of phagedeena as a 
locally destructive form of inflammation, which attacks sores and 
wounds, which varies much in severity in different cases, and 
which occurs for the most part in those who have recently suffered 
from some specific disease. 'To this must be added the important 
proposition that, although capable of spontaneous origin under the 
conditions mentioned, it is infective to adjacent parts, and may 
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become contagious to other patients with open wounds. We 
abstain from any description of a phagedenic wound, for the 
appearances may differ very widely in different cases. Yor classi- 
fication purposes we have enough. Phagedena is not to rank 
with the specific fevers, although it may become epidemic; it is a 
type form of specialised inflammation, occurring under certain 
known conditions of predisposition. 


‘¢ HIRYSIPELAS.” 


The term erysipelas is suggestive of controversy. For long 
there have been two schools of opinion: the one regarding it as a 
specific fever, and classing it with the exanthems; the other 
ranking it only as a specialised form of inflammation. The differ- 
ence is very important. Iam glad to observe that the philosophic 
Dr. Hirsch has ranged himself with the latter, and defines erysipelas 
as “an infective inflammation-disease of the skin or of one of the 
mucous membranes,” &c., and speaks of ‘‘ the infective fever which 
accompanies the local process.” On the other hand, most recent 
English authorities prefer to regard it as an exanthem. The facts 
which oppose this claim appear to my mind to be definite and 
conclusive. When erysipelas attacks a wound, its development 
is always local, and the constitutional disturbance is in ratio with 
the extent of surface involved. It may develop without any appre- 
ciable incubation stage, and it may be cut short at any period by 
suitable local treatment. Its duration is not uniform, but may be 
indefinite:y protracted. One attack does not prevent a second, 
but, on the contrary, predisposes to others. ‘Thus, then, 1 come 
easily to the conclusion that erysipelas is a name for a form of in- 
flammation presentirg peculiar features, very infectious to the 
tissues (the lymph spaces) of the patient, easily spreading by con- 
tagion to the wounds of others, and of which one attack leaves 
proclivity to a second. We have to add to this, however—unless, 
in contradiction of all probability, we insist that medical and 
traumatic erysipelas are two quite different things—that it is 
capable of origin from exposure to cold and without either wound 
or contagion. Erysipelas is, it will be seen, placed according to 
this definition by the side of phagedeena, and just as it would be 
more correct to speak of phagedeenic inflammation rather than of 
phagedeena, so it would be better to use the expression ‘‘ erysipe- 
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latous inflammation” rather than “ erysipelas,” since the latter is 
too suggestive of a substantive disease which always runs the same 
course and always presents the same conditions. 


‘© DIPHTHERIA.” 


Let us now see how the case stands with diphtheria. It is in- 
teresting to note that this name has been substituted for what was 
not improbably a far more correct one—diphtheritis. What is 
there to hinder us from defining this affection as a contagious in- 
flammation of mucous surfaces, and chiefly of the throat, frequently 
attended by the formation of pellicles infective by continuity in 
the patient, and easily spreading by contagion to others? It 
would surely be wrong to make the formation of the diphtheritic 
false membrane a part of the definition, for when the disease passes 
by contagion through a household there are always some cases 
which skow very little membrane, and often a few in which there 
is none at all. We do violence to probable truth if we deny that 
these latter are diphtheritic cases, for they originate from con- 
tagion from those which undoubtedly are such. The medical 
officers of those metropolitan asylums which receive fever and 
diphtheria cases always in their reports count a certain number ot 
cases sent to them as “errors in diagnosis,” and of these a con- 
siderable number are ‘non-specific sore throats” sent in as 
“diphtheria.” This is surely rather hard upon those who send 
them. It is to make the diagnosis of a disease depend, not upon 
its origin, but upon the degree of severity with which it develops 
certain peculiar phenomena which are common but not invariable. 
No man attending a number of patients with sore throats in a 
house with diphtheria can possibly tell which will develop extensive 
membranes and which may have none. 

There are other important facts which ought to be taken into 
consideration in the definition of diphtheria. It is quite impossible 
to distinguish the sporadic cases of membranous croup from those 
of epidemic diphtheria, and admitting—as I think we must—that 
they are exactly the same, we are almost forced to conclude that a 
disease which becomes contagious may originate independently of 
contagion and in connection with exposure to cold and damp. In 
these points the facts as to diphtheria are exactly parallel with those 
as to erysipelas and phagedena. All three occur sporadically and 
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in connection with individual proclivity rather than specific in- 
fluences, yet all may become contagious, prevail as epidemics, and 
when they do so keep close to type. 

I have ventured to attempt explanations of these three words, 
not with any object of giving model definitions, far less with any 
hope that what I have expressed will satisfy others, but rather to 
illustrate the importance of the matter and the lines upon which 
I think that we ought to proceed. I have freely admitted that 
the construction of a good definition is a most difficult achievement. 
Here, if anywhere, we need the light of many minds. I am 
sanguine, however, that if medical writers could be induced to 
preface their works with concise definitions of those names of 
disease which they employ, it would save them from much 
obscurity of diction and greatly advantage their readers. 

I feel sure that I shall incur criticism for not admitting to a 
foremost place in the definition of such affections as diphtheritic 
and erysipelatous inflammation the parasitic microbes which have 
been demonstrated to be usually present. Whilst I fully admit 
the importance of the facts which have been established in respect 
to them, and think that it is highly probable that they do take a 
large share in the process of contagion, I am yet not convinced 
that they constitute the disease. It seems to me premature to 
adopt such a conclusion, and I think it safer for the present to 
trust to the statement of the broad clinical facts. It may be one 
thing that these parasites should be capable of conveying the 
disease, and another that it should invariably depend for its origin 
upon their implantation. I feel sure that truth will lose nothing 
in the end by a little hesitation in accepting all that seems to be 
true respecting these wonderful micro-organisms, and witnessing 
the enthusiasm of some of my friends, feel at times half inclined 
to exclaim with the poet :— . 


O! your parasite 
Is a most precious thing dropp’d from above, 
Not bred ’mongst clods and clodpolls here on a 
I muse the mystery was not made a science, 
It is,so lib’rally profest! Almost | 
All the wise world is little else in Nature 
But parasites or sub-parasites. 


It is not only in reference to acute inflammations of the kind 
just mentioned that it is desirable to be cautious how we accept 
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the presence of a microbe as the final and sole explanation of 
origin. If we could do so safely it would certainly be a very 
great assistance to our definitions. The precise réle of the bacillus 
in the disease leprosy is, I think, far from being as yet established, 
whilst it would certainly be very premature to define any one 
form of lupus as being the product of the bacillus of tubercle. If 
we did so, we should at once have on our hands a number of 
closely cognate maladies which could not be so explained, and 
which it would yet be impossible to put wholly aside. In the 
disease to which Hebra gave the name of rhinoscleroma the pre- 
sence of a microbe has been demonstrated only in a few instances. 
~ Inasmuch as a number of others in which search has been fruit- 
less present exactly the same clinical features, I think that the 
disease, which is well characterised, should take its definition 
independently of them. There are other maladies to which the 
same remark will apply. ; ® 


Tuer INVENTION OF New Names. 


It is mainly in reference to very rare maladies that the inven- 
tion of new names is required. It is not to be expected that in 
the present day any common maladies will be discovered which 
our predecessors had wholly overlooked. It may be truthfully 
alleged, however, that the rare maladies, although rare, are for 
their illustrative value of extreme importance, and they ought as 
promptly as possible to become objects of general knowledge. It 
may further be asserted as regards common and well known 
diseases that’there are a host of varieties which, were it prac- 
ticable, are well worthy of distinctive recognition. ‘The ‘clinical 
investigator who sets himself resolutely to observe in detail and 
to ‘classify with accuracy soon finds him at a loss for distinctive 
names for different groups of cases. ‘To refuse him the privilege 
of a detailed nomenclature is as absurd .as to insist that the 
ornithologist shall call all birds of prey either hawks or owls. 

It becomes therefore of much importance to find out the most 
convenient method of giving names, what kind of names are the 
easiest to use and to remember and the least liable to suggest 
error. New names of some kind we must have; they are abso- 
lutely essential to progress. Allow me to mention, as illustrative 
of the difficulties which await us, a few of the new designations of 
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disease which have come into use during the last quarter of a 
century. Amongst those supposed to be from Greek roots and to 
be more or less descriptive names we have: Acromegaly, myx- 
cedema, mycosis fungoides, actinomycosis, xerostotomia, xerodermia, 
and many others. Respecting them all we may object that they 
are intelligible only to Greek scholars, and not always to them ; 
and to all others they are very unattractive, as, in addition to 
their being meaningless, they may possibly be difficult to remember 
and a little uncertain as to pronunciation and orthography. These, 
however, are minor drawbacks, the principal one being that it is 
impossible to condense into any Greek word, however composite, 
anything approaching to a correct description of a disease. Acro- 
megaly, although one of the best, does not cover the whole 
ground, and suggests false limitations. Actinomycosis takes us 
no further than the assertion of the presence of a fungus which 
forms rays, although it must be admitted that so far it is very 
good. Mycosis fungoides is a name for a group of cases, many of 
which, at any rate in their early stages, do not fungate at all, and 
concerning which it is doubtful whether its origin is cryptogamic. 
Xerodermia, a name of easy etymology, has been used in connec- 
tion with various adjectives in association with which it has been 
applied to maladies having no real relationship. One of these, 
xerodermia pigmentosa, or Kaposi’s malady, has been found so 
difficult to find a classical name for that almost every author who 
has written on it has devised a new one. 


Tae Use or THE DISCOVERER’S NAME. 


Another class of names is that in which the name of the 
observer is affixed to the morbid phenomena observed. Bright’s 
disease and Addison’s disease supply us with examples of the 
very successful, though perhaps only temporary, use of proper 
names in this way. Amongst more recent ones we have 
Charcot’s joints, Paget’s disease or osteitis deformans, Paget’s 
nipple, Meniére’s disease, Jacksonian epilepsy, and Raynaud’s 
disease. 

Most of these have probably been given in the first instance 
with the express design of doing honour to the individual whose 
name is made use of, but I suspect that those which have come 
into common use have attained their popularity simply because the 
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profession found them more convenient than any others. Such 
names, being meaningless so far as etymology goes, have a nega- 
tive advantage over most others in that they do not mislead, and 
do not, either by limitation or excess, suggest anything which is 
false. The reader has but to make himself acquainted with the 
original paper in which the malady was described, and he may 
learn without risk of error to what cases the name ought to be 
apphed. ‘To this method of naming there is, however, the obvious 
objection that il cannot be indefinitely or even widely adopted. 
Excepting in reference to discoveries of foremost rank, the profes- 
sion would certainly, and very properly, decline to use the name of 
any contemporary. Nor can such names be made use of early ; 
we have to wait until the discovery has been ratified and acknow- 
ledged as really new by other observers before we can venture, 
without risk of grotesque failure, to affix the name of its dis- 
coverer to it. Nor at the best can it be considered that such 
names are quite consistent with the dignity of those to whom the 
honour is offered. They shouid, at any rate, be few and far 
between, and those whom we select for such kind of eminence 
should for the most part be those who have gone to their rest. 
Our profession is one which cannot be accused of lack of generous 
recognition of those who serve it, and it has plenty of other modes 
of expression at its command without naming diseases after living 
men. In saying this, however, I still wish to ask attention to the 
fact that such names have been found very convenient, and 
further, that amongst our zoological and botanical confréeres proper 
names are so employed in the freest possible manner. 


RvuLes FOR THE FormMATION oF New NAmgs. 


If, then, we revert to the proposition that names for new 
diseases or new varieties or combinations of symptoms should be 
selected solely with a view to the convenience of the profession, a 
few simple rules may, I think, be laid down. Such names should 
(1) be short and easily remembered; (2) they should be in the 
vernacular; (3) they should be available from the very beginning, 
and such as the observer himself may without indecorum apply ; 
(4) they should have in themselves no meaning, the reader being 
left to find that out by reference to the writings of the observer 
who first named them. 
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On tHE Ust or Patients’ Psrupo-NaAmts. 


Permit me here to lighten my discourse by relating to you an 
anecdote. It was one which was teld me by my friend Dr. 
Billings a few weeks ago. A non-medical member of a hospital 
committee, in replying to a toast, took occasion to observe that, 
although he applauded the profession in most things, he could not 
help feeling that in some things it was open to a charge of self- 
glorification. “ For instance,” he went on, “if a man has an inter- 
esting and new malady, you very probably get him photographed, 
you take him to a society and show him, possibly you even cut a 
bit out of him for the microscope, and then at the end of it all 
you name the disease after the doctor. Now it seems to me that 
it would be much more fair that it should have the patient’s 
name.” When:we had again become grave I told Dr. Billings 
that'the suggestion was no novelty, and that I had myself, though 
for other reasons, long been in the habit of naming diseases which 
were new to me after the patients who first displayed them. Thus 
I have often used the name “ Penman’s prurigo ” in print, Pen- 
man being the pseudo-name of the lad whose portrait is given in 
the New Sydenham Society’s ‘ Atlas.’ Let me say, however, that, for 
obvious reasons, I never used in public the real name. I have also 
used the name of Philip Holmes to designate a series of cases of 
which a boy so named was my first example. The cases of 
multiple ulcers in the legs of young persons, which have recently 
claimed much attention both in London and Paris, had for many 
years had a special box in my cabinet assigned to them under the 
homely but convenient .designation of .Mrs.. Bransford’s legs. 
Quite recently il have learned, thanks to Dr. Colcott Fox, that 
Bazin had long ago named this malady ‘“erythéme induré des 
scrofuleux ”’—a name which is, | must think, open to the objec- 
tion that it is somewhat misleading, since the malady has exceed- 
ingly little of the erythema character about it. 

Many years ago I described a form of arthritis occurring in the 
subjects of inherited gout which disorganises the last joints of all 
the digits, and is very often attended by attacks of recurrent 
iritis, which also disorganises the eyes. My first patient was a 
girl named Mabey. I have published her case, with a portrait of 
her hands, and although I have done my best, I have never been 
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able to find any name for her malady so convenient as that which 
it has always had in my notebooks of Mabey’s disease. The joint 
disease is a “ last-joint-arthritis,” or more suitably perhaps an 
acro-arthritis, and the eye disease is a relapsing iritis, but apart 
from the fact that there are other varieties both of acro-arthritis 
and of recurrent iritis very different from these, how shall we 
hope to find a Greek word which comprises a reference to the 
fact of the two existing together ? If, however, it were permitted 
to call the disease after the patient, and let the expression ‘‘ Mabey’s 
disease” comprise the totality of the symptoms which she dis- 
. played, the reader would be compelled to refer to the published 
record of her case, or to some abstract of it. and would not be 
allowed to confuse himself by trying to obtain an idea of the 
malady from the etymology of its inadequate designation. It is a 
subject upon which I have thought much, and respecting which I 
have some little experience, and seriously I have no better sugges- 
tion to make to the systematic case collector than that he should at 
any rate temporarily designate what appear to him to be novelties 
by the names of the patients displaying them. Probably many of 
us already do this in private, and the question rather is should it 
be permitted in print. I think that it should, and indeed I see no 
alternative unless the art of clinical observation is to be allowed to 
lag. The present plan of trying to make a small number of names 
suffice for a vast variety of objects, and of slavishly grouping 
together, because our fathers did it, under one and the same name 
diseases which differ widely, is one which has encumbered us too 
long. Our young and zealous investigators must give their minds 
-sea-room, and seek to see things for themselves and as they 
really are. Probably there is no better plan in aid of exactitude 
in clinical observation than to take ‘‘type cases,” to follow them 
to their end, describe them in detail, and wherever possible to 
illustrate them by photography or by drawings. By the side of 
the type case place all others which really fit with it and none else. 

Anyone who will adopt this plan will, I feel sure, be astonished 
to find how rapidly parallel cases of what he at first thought rare 
and exceptional accumulate. We have but to provide centres for 
crystallisation, and the deposits are thrown down apace. Nor 
will he, I feel sure, be disappointed in the results to his own mind 
in the development of powers of independence in observation. 
We are all of us too much prone unconsciously to diagnose (that 
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is, to name) first and to observe afterwards. We think that it is 
our own fault if our cases do not fit with what others have 
recorded, and with the orthodox nomenclature of the text-books. 
In a spirit of modesty, which is most creditable but at the same 
time most prejudicial, we undesignedly endeavour to make them 
fit. I remember once being put on my guard respecting the case- 
notes of a certain ward clerk, and being told that he was in the 
habit of taking down the patient’s name and age with the recorded 
diagnosis, and then, in the quiet of his own room, filling in all the 
details from a book. Now, absurd as such a plan of case-taking 
may seem when thus nakedly stated, I fear it is one which we all 
of us to some extent adopt. We do not go to our books, for it is 
not necessary, but we have stored in our memories certain facts in 
association with certain words and names which run together so 
easily that it is very difficult to let the observation-faculty work 
uninfluenced by the shades and colours which they cast. 

I have often thought that in such a subject as dermatology, for 
instance, it might be well for a time to throw aside all our names, 
and take good, well-illustrated case narratives, and sort them afresh. 
We should in this way escape the trammels which education has 
imposed, and we should see natural differences and resemblances 
which at present elude us. It is thus that it often happens that 
it is the partially ignorant man who makes a discovery which 
those better taught could not see. In him the observation-faculty 
is more free to exert itself. Perhaps there are few words to which 
we more habituaily give a too limited meaning than to the term 
diagnosis. ‘T'o make a diagnosis ought to mean to recognise so far 
as is possible the real nature of the disease in question. It is too 
generally used as if it meant to give a name. 


CLASSIFICATION. 


I have left myself but little time to deal with the last of my 
three topics. I will not detain you long upon it, for I know well 
that the very name of “classification” is a béte noire with many. 
It is supposed that the state of our knowledge does not as yet 
permit it. Allow me, however, to say a few short words about it. 
Let us remember the enormous gain to botanical science which 
resulted from the substitution of the natural system for that of 
Linneus. Now, in our subjects we can scarcely be said to have 
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got even so far as the latter. Diseases of the skin have, perhaps, 
been classified with more elaboration than any other, yet not only 
has no really natural grouping been attempted, but the arbitrary 
classes and orders which have been arranged cannot, I think, be 
said to afford to the student anything approaching the amount of 
assistance which the scheme of Linneus, artificial as it was, un- 
doubtedly gave to the young botanist. 

I suspect that most readers of our dermatological handbooks skip 
the classification altogether, and as a rule it will be noticed that 
the author himself rarely pays much attention to it. Yet, let me 
ask you seriously, Is 1t not possible to attempt something in the 
way of a natural classification of skin diseases which should be of 
the utmost value to the student? I take dermatology as an 
example, because I chance to be somewhat familiar with it, and 
because, with a self-distrust which will, I hope, not be severely 
blamed, I dare not enter upon matters proper to the physician’s 
domain. What is possible in dermatology might, however, be 
attempted in general medicine. He who would classify with 
success must enter upon his task with courage. He must not be 
afraid of details: he must readily eschew all pedantry, and be 
determined that nothing shall induce him to put two things in the 
same family group unless he is sure of their relationship. He 
must be willing to forego the hope of completeness, and think but 
very lightly of finality. 7 

Under these conditions, I certainly believe that a very useful 
classification of skin disorders, according to natural affinities, is 
both desirable and possible. We could not assign at once all 
maladies to their proper places. But this is not requisite. What 
is wanted is to effect such an orderly arrangement of classes and 
groups that, when once the real nature of a disease is recognised, 
there is a place ready for its reception. JI would take a hint from 
botanists and name the orders after their most prominent and 
typical examples. Thus, the disease known as psoriasis having 
been carefully defined, I would place with it, in a psoriasis family, 
all forms of skin disease which conform to similar laws. So with 
acne, pemphigus, and many others. Perfectly natural groups 
might be formed of those caused by animal parasites and of those 
due to cryptogamic growths. Other groups might be constituted 
by those due to congenital peculiarity of tissue—Kaposi’s malady 
and the like. 
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In every case real affinities—in other words, relationship by 
sameness of cause—should be the guide in the formation of our 
family groups. 

Gentlemen, I must conclude, and in doing so I can only hope 
that the topics I have been bold to bring before you have not 
seemed to you unsuitable for this the first meeting of a new 
session of the Medical Society of London. 





October 24th, 1892. 


A CASE OF VOLVULUS OF THE SMALL INTESTINE, 
FOLLOWING A FALL, SUCCESSFULLY TREATED 
BY ABDOMINAL SECTION. | 


By Gerorce R. Turner, F.R.C.S. 


WituiaAmM Smirn, aged 7, was brought to the Seamen’s Hospital 
at 8.15 p.m., July 26th, 1891, with the history of having fallen 
from a height of J2 feet against the pole of a boat, and then into 
the mud of the river. 

On admission he was much collapsed, and vomited several times 
—hbilious matter. He soon became very restless, rolling himself 
about in bed; his legs were drawn up, and there was much 
abdominal pain complained of, principally in the right iliac fossa. 
There was considerable tenderness in this situation, but no 
abdominal distension, no external injury. There was some ten- 
esmus, but no flatus or feeces passed. 

July 27th. Was sick once in the night. Bowels not open. 
Still pain and tenderness about abdomen. The boy was extremely 
restless, with an abdominal aspect, and at midday he vomited 
some bilious fluid, which, for the first time, had a strong fecal 
odour. Dr. Spencer, to whom I am indebted for these notes, sent 
for me, and I first saw him some twenty-four hours after the 
accident. The boy had passed water twice since his admission, 
smoky and blood tinged. I decided to at once open the abdomen 
and ascertain the nature of the injury before general peritonitis 
set in. Chloroform was accordingly administered, and an incision 
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4 inches long made in the middle line between the umbilicus and 
pubes. There was no evidence of any rupture of the intestine, no 
flatus, feces, blood, or fluid in the peritoneal cavity. The large 
intestine was natural; on examining the small intestine, an 
entanglement was felt just to the left of the middle line. The 
mass of entangled intestines was easily unravelled, and on passing 
the gut bit by bit through the fingers, about a foot of it was seen 
to be completely collapsed and flattened. The collapsed gut at 
either end passed abruptly into gut injected, but otherwise of 
normal appearance. Further examination of the small intestine 
disclosed another portion, some 2 feet in length, in a similar 
collapsed and flattened state. This second collapsed portion was 
separated from the smaller part first found by at least 3 or 4 feet 
of healthy intestine. No tear or rent was found in either mesen- 
tery or omentum, or band of any kind discovered. There was no 
adhesion of the intestine to the abdominal wall. The part of gut 
affected was the ileum; there was no peritonitis. The abdominal 
wound was sewn up in the usual way, and cyanide dressings with 
salicylic wool appled. Orders were given that beyond a little 
iced water and brandy the patient was to take nothing by the 
mouth, but to be fed as far as possible by nutrient suppositories. 
After the operation there was no further vomiting, and but for 
some restlessness on the 29th (which yielded to an hypodermic 
injection of morphia), his recovery was rapid and uninterrupted. 
He passed flatus on the second day after the operation, and his 
bowels acted naturally on the eighth day. The wound healed by 
first intention. There was no trace of blood in the water after 
the: day of his admission ; it was quite clear and natural, except 
for a temporary deposit of lithates, on July 30th. 

The stools, when the bowels acted, had no trace of blood in 
them. 

I confess, when I opened this boy’s abdomen, I expected to find 
some rupture of the intestine, or injury to some other viscus 
(possibly the kidney). His collapse, vomiting, abdominal pain, 
and tenderness, all seemed to point to this. If I had expected to 
have found any form of intestinal obstruction I should, from the 
presence of tenesmus, have been on the look out for an acute 
intussusception rather than volvulus. The boy was in perfect 
health before his fall, and I think therefore it is only reasonable to 
attribute the intestinal entanglement to that asa cause. My idea 
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is that it produced a twist of one coil of intestine round another, 
I know that this especial form of volvulus is very rare. I have 
seen it, however, in a case of my own I published elsewhere, 
where there was also an intussusception of the small intestine pro- 
duced by a polypus. Length of mesentery is said to be favourable 
to the formation of a volvulus. I noticed nothing remarkable in 
this respect; though the mesentery was certainly very freely 
movable, and examination of the whole length of the intestine 
easily and rapidly performed. This, and the successful issue of 
the case, I attribute to the early performance of abdominal section 
before intestinal distension and adhesion made _ rectification 
difficult, and general peritonitis the prognosis of any operation a 
gloomy one. 

The pain referred to the right iliac region was probably due to 
some dragging on the lower ileum; this was the part of the small 
intestine which I first examined, and proceeded upwards from 
there towards the duodenum. I think that in cases such as this 
all the intestine should, if the patient’s condition allow of it, be 
systematically examined, even if one cause of obstruction has been 
met with. In the case of my own I have already alluded to, there 
were no less than three distinct seats of obstruction (volvulus in 
two places and intussusception). A rent in the urinary bladder has 
before now been carefully sutured, and a similar one in the small 
gut overlooked. 

I have ventured to bring this case before the Society, as I 
believe it to be, anyhow, one of very few cases of intestinal 
obstruction directly due to and immediately following a fall, and 
as an argument, if indeed any are now needed, for early abdominal 
exploration in certain cases of abdominal injury. 


Mr. MarMApDUKE SHEILD remarked that these cases were very rarely 
met with in practice. When grave intestinal symptoms appeared, so to 
speak, spontaneously, without obvious traumatism, there were still many 
who doubted the propriety of immediate operative interference ; byt, in 
a case such as that related, where the symptoms developed immediately 
after an injury, he thought that most surgeons would at once perform 
laparotomy. 

Dr. Francis Hawkins said that the case recalled one which occurred 
fifteen years before, when he was pupil at a county hospital. The patient 
was a female between 35 and 40, of a stout build, who, when standing 
on a chair doing some housework, suddenly slipped and fell on the 
ground. When seen, the symptoms were those of acute intestinal ob- 
struction, and the patient died about forty-eight hours after the accident. 
At the autopsy there was seen, just above the situation of the umbilicus, a 
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transverse twist, representing a figure of 8. When all tension had been 
removed by drawing the abdominal walls aside, the bowel immediately 
replaced itself. A consultation was held previous to the death of the 
patient to discuss the propriety of making an abdominal section ; this, 
however, was not considered advisable. 

Mr. F. BowreMANn JESSETT congratulated Mr. Turner upon the success 
of his case, and quite agreed with him that the earlier abdominal section 
was performed in cases of intestinal obstruction the better. The incision, 
which, in acute cases, should be of sufficient length to afford ample room 
for inspection, was, in Mr. Jessett’s opinion, always best made in the 
middle line, but in cases when the patient was in a very collapsed condi 
tion, he considered a small incision and drainage of the intestine was the 
best treatment, leaving the more radical operation to a future period, when 
the patient might be better able to support it. Mr. Jessett observed that 
Dr. Hermann, at the International Medical Congress held at Berlin, 
pointed out that he had performed certain experiments on dogs by which 
he thought he proved that the secretion of the mucous membrave and 
intestinal glands could not be distinguished from ordinary feeces, Mr. 
Jessett had, with the kind assistance of Dr. Wright, performed the follow- 
ing experiments to test this point. A dog being thoroughly anzsthe- 
tised, an incision was made into his abdomen and a loop of intestines 
withdrawn, 16 inches of which was detached from the remainder by 
dividing the intestine at each end. This loop was carefully washed out, 
by means of a funnel, with carbolic solution. The ends were then care- 
fully invaginated and securely sewn up. The continuity of the shortened 
intestine was then restored by circular enterorrhaphy. The intestines 
were then all replaced into the abdomen and the wound in the parietes 
closed. No bad symptoms manifested themselves after the operation ; 
the dog was killed twelve days afterwards, and the loop of intestine 
was found much distended and measuring a little over 3 inches in 
circumference. It contained about six ounces of greyish-green thickish 
fluid of a stercoraceous odour. The mucous membrane of the intestine 
was quite normal. The fecal matter from the loop was found to consist 
entirely of a mass of leucocytes with a certain amount of detritus and a 
few fatty crystals. The result of these experiments Mr. Jessett con- 
sidered of great practical importance in these cases of volvulus or 
constricted loops of intestine, in which the adhesions were such as to 
prevent the untwisting or releasing the constricted loop of intestine. The 
experiment pointed to the absolute necessity of establishing an anastomosis 
between the loop and an adjoining piece of the intestine so as to allow 
of the drainage, so to speak, of the loop, as well as restoring the continuity 
of the intestinal canal by lateral anastomosis above and below the 
constriction. 

Mr. Stavevey reported for Dr. Nichol, of Margate, the following case :— 

On September 3rd, 1891, Dr. Nichol was called at midnight to see a 
previously healthy female child, aged 5 years, who was suffering from 
colicky pains in the abdomen. He elicited from the child that at 8 p.m. 
the same evening she had, whilst playing, struck the abdomen against an 
iron seat, but had not complained at the time and walked home, a distance 
of about a quarter of a mile. Onexamination, abdomen flaccid, no disten- 
sion, percussion note normal. No external mark of injury. Some doubt- 
ful tenderness to left of umbilicus. Legs not drawn up. Pulse firm and 
vigorous, temperature normal, no signs of shock. She vomited a quantity 
of undigested food in Dr. Nichol’s presence, and also passed urine. (Opium 
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and hot fomentations.) September 4th. Intermittent pains and vomiting 
of watery fluid had continued during the night. No action of bowels, 
but had passed urine freely. Condition of abdomen unaltered, but the 
localised tenderness was rather more marked. Temperature normal. Child 
looked wan and ill, 4 p.m. No pain or distension. Child collapsed, lips 
blanched, and extremities cold. A small ecchymosis had appeared just 
below right costal arch. 7.15. Died twenty-three hours after receipt of 
injury ; no alteration in condition of abdomen. Post-mortem, eighteen 
hours after death. On opening abdomen there was a considerable quan- 
tity of blood-stained serous effusion. Several loops of small intestine 
deeply congested. About 30 inches from the pylorus the bowel was 
tightly obstructed by what appeared to be a band, but which, on further 
examination, proved to be a loop of intestine firmly twisted on its mesen- 
teric axis. Dr. Nichol did not note any peculiarity in the anatomical 
arrangement of the mesentery. 

Mr. Harrison Cripps advocated a long incision in cases of exploratory 
laparotomy. Surgeons too often made a short incision, and were then 
much hampered in their inspection of the gut. The intestines should be 
allowed to crowd out of the wound and be received on a warm damp 
cloth. I®fthere were much difficulty in returning them a puxcture should 
be made, the contents evacuated, the incision closed, and the gut would 
then readily return. 

The CHatrMAN (Dr. Symes Thompson) pointed out that, the case con- 
tributed by Dr. F. Hawkins and Mr. Staveley, taken in conjunction with 
Mr. Turner’s case, demonstrated the fact that when abdominal section was 
performed sufficiently early, before gangrenous change or prostration had 
occurred, a fatal termination might unquestionably be prevented. 

Mr. Turner, in reply, said that the case related by Dr. F. Hawkins 
was of interest, apart from other considerations, as bearing on the fact 
that volvulus often wanted the resistance of the anterior abdominal 
parietes for its causation. This had already been shown by Melchiori’s 
experiments. The case related by Mr. Staveley was peculiar, in that 
the volvulus affected the upper part of the small intestine. As a rule, it 
was the lower ileum that was implicated. He certainly would open the 
abdomen in such a case. Mr. Jessett’s observations and experiments 
were interesting and suggestive as to the method of treating the twisted 
loop of bowel in certain cases. Mr. Turner quite agreed with the remarks 
of Mr. Cripps as to the length of incision. He thought a small incision 
almost useless. In so many cases the diagnosis of the form of obstruction 
was very obscure and difficult. He had seen a case in the post-mortem 
room where the exact details of the obstruction were made out with 
difficulty. He would not hesitate, in cases of distension of the gut, to 
evacuate the contents in the manner practised by Mr. Cripps. In coa- 
clusion, he thanked the Society for the way his paper had been received. 
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THE TREATMENT OF THE PERITONEUM IN 
ABDOMINAL SURGERY. 


By W. A. Merepiru, M.C. Edin. 


Tue attainment of success in abdominal work, as in any other 
department of surgery, must naturally in great measure depend 
upon the training and special experience of the individual operator, 
But apart from these general factors the observance of certain 
important details in relation to the methods of treatment em- 
ployed undoubtedly tends to influence the proportion of successful 
results obtained in any given instance. Surgical procedures im- 
plicating the peritoneum may in some degree be considered as 
regulated by different laws from those which guide the surgeon in 
dealing with other serous cavities. This fact is dependent not 
alone upon the large extent of the peritoneal surfaces, with their 
numerous folds and recesses, but, further, upon the peculiar vital 
properties which characterise this membrane, as regards both its 
special structure and its intimate relation to the main excretory 
organs of the system, through the ready channel afforded by the 
subjacent lymph and blood vessels. In evidence of the enormous 
powers of secretion and excretion possessed by the peritoneum, so 
long as its epithelial surface is comparatively intact, one has but 
to consider the readiness with which effusion of so-called ascitic 
fluid takes place as a result of interference with the return of 
blood through the portal system; and, again, the equally wonder- 
ful rapidity with which such effusion may disappear upon the 
re-establishment of the normal balance of circulation within the 
vessels underlying the serous membrane; whether as the result of 
removal of the original hepatic obstruction, or as a consequence of 
relief to the vascular engorgement obtained by derivative action 
through the renal and intestinal emunctories. 

With these facts in view, and therefrom considering the peri- 
toneum in the light of a huge lymph sac, one cannot, I think, too 
highly estimate the practically unlimited powers for good as for 
evil which it possesses in relation to operative measures involving 
its cavity. From such a standpoint as this, it seems to me that 
success in abdominal work, apart from the general factors already 


22 THE TREATMENT OF THE PERITONEUM 


alluded to, may be said to largely depend upon the attainment by 
the surgeon of three main objects, which should be kept constantly 
in view when dealing with the peritoneal cavity. 

First of these three I will place ‘‘ avoidance of the introduction 
into the serous cavity of any septic or potentially septic material,” 
comprising under this latter denomination any substance or fluid 
which may, under favouring circumstances, afford a protective 
nidus or medium for the subsequent development of organisms 
within the peritoneal sac. It may, I believe, be definitely asserted 
that the surest and most effective protection against the risk of 
such introduction of mischief from without during abdominal 
operations lies in the rigid routine employment of antiseptic— 
preferably carbolised—lotions for sponges, ligatures, and instru- 
ments, as well as for the hands of the operator, his assistant, and 
nurses. While expressing this opinion, the truth of which is, to 
my mind, absolutely certain, I am fully prepared to admit the 
possibility of the attainment, in skilful hands, of good results 
without the use of any antiseptics whatever during intra-peritoneal 
operations, providing always that scrupulous cleanliness of pro- 
cedure be observed, and that the recognised methods of flushing 
and subsequent drainage of the abdominal cavity be followed in 
suitable instances. But, at the same time, I have no hesitation 
whatever in stating that a surgeon who thus trusts to the use of 
plain water as a substitute for carbolised lotions unwisely neglects 
one of the surest safeguards against septicemia, and that, although 
he may for a while secure good results, his work, in the long run, 
must inevitably suffer from such omission. The explanation of 
this fact is not far to seek. It is not possible, even with the 
strictest use of antiseptic methods, to entirely banish all risk of 
septicemia from abdominal work, since one is constantly exposed 
to meeting with cases where the poison in an active or potentially 
active state is present within the peritoneal cavity before operation 
—e.g., ovarian cysts with septic contents as a result of previous 
tapping, putrid gestation sacs, tubes distended with puriform fluid, 
pelvic abscesses, &c. Under such conditions, a free use of anti- 
septics, with the object of minimising the risks of subsequent 
mischief by weakening the already existent germs of infection, and 
thus rendering them an easier prey to the destructive power of 
the leucocytes, offers indisputable advantages over those afforded 
by the employment of plain water for mere cleansing purposes. 
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A further advantage possessed by a Listerian operator—one more 
readily appreciable, perhaps, in hospital than in private practice— 
is the degree of protection afforded by the routine use of anti- 
septics against the recurrence of disaster after a death from septi- 
cemia. Anyone who will take the trouble to examine the record 
contained in Sir Spencer Wells’s work on ‘ Ovarian and Uterine 
Tumours’ (London, 1882) of consecutive ovariotomies performed 
previously to his adoption of the antiseptic method in 1879, cannot 
fail to observe that a death from septicemia, occasionally succeed- 
ing to a series of as many as twenty-five recoveries, was almost 
invariably followed by a more or less interrupted succession of 
fatalities attributed to septic causes. Such a noteworthy fact— 
accountable for only by the transmission of infection from one 
case to another, whether through sponges, silk, instruments, or by 
the hands of the operator or nurses—constitutes, to my mind, one 
of the strongest arguments in favour of antiseptics in abdominal 
work, since we know that by their use we can surely lessen, if we 
cannot altogether avoid, the risk of thus unwittingly conveying 
infection from one patient to another. 

Turning now to the second of the objects to be kept in view by 
the abdominal surgeon, I would define it as ‘‘avoidance of the 
infliction of any unnecessary injury to the peritoneum, whereby its 
vital properties may be impaired.” It was long ago pointed out 
by Sir Joseph Lister that any suspension of vital activity in a 
tissue as the result of injury leads to paralysis of its special func- 
tions and to consequent impairment of its ability to resist the 
entrance of parasitic organisms. This observation is one of very 
grave moment when considered in relation to its bearing upon so 
delicate a structure as that which characterises the serous mem- 
brane lining the abdominal cavity, and in confirmation of its 
importance we have the statement of so high an authority on this 
subject as Professor Watson Cheyne, to the effect that “one of 
the conditions favouring the development of peritonitis as a con- 
sequence of the introduction of cocci into the peritoneal cavity is 
an abnormal state of the serous membrane whereby its absorptive 
power has been diminished—as, for example, by the action of any 
substance which weakens or kills the serous tissue, and thus pro- 
vides a suitable soil for the penetration of the cocvi.’’* 

Now depression of vitality may be either general or local; and 

* * Brit. Med. Jour.,’ vol. i, 1888, p. 524. 
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any method of treatment tending to induce it in either direction 
should, in my opinion, be sedulously avoided. This brings me to 
the question of the employment of the carbolised spray in ab- 
dominal work. I have myself entirely given up the spray since 
the end of 1888; and, so far as I know, its use has now been 
abandoned by the leading abdominal surgeons in this country, 
with the sole exception of Mr. Thornton, who, I believe, still 
employs it in peritoneal operations. Were it not for this latter 
fact I should not consider it necessary to further allude to this 
subject of the spray, but under the circumstances I deem it well 
to briefly note my cwn chief objections to its use. In the first 
place, we have no proof whatever that the carbolised spray can 
safeguard us against the introduction of septic mischief into the 
open abdominal cavity otherwise than by maintaining a form of 
constant antiseptic irrigation for moistening the exposed surface 
of the patient’s abdominal wall, as well as the hands of the 
operator, his assistant, and nurses. While fully admitting its 
usefulness in this respect, I am convinced that the object in view 
can equally well be attained by the exercise of ordinary care on 
the part of a Listerian operator in the way of sponging and fre- 
quent ablutions; and that he may thus secure all the advantages 
derivable from the use of carbolic acid without exposing his 
patient to the risks entailed by the chilling properties of the spray. 
These latter constitute my own chief objection to its employment. 
Anyone who has stood for an hour or more assisting with bared 
arms in the performance of an abdominal section under a steam 
spray can form for himself a tolerably accurate estimate of its 
powers in this direction; and thus in some measure conceive the 
extent of its depressing influence upon the vitality of the patient, 
a portion of whose abdominal wall is of necessity exposed to the 
cold moist blast. Such exposure during prolonged operations, 
especially in wintry weather, undoubtedly entails serious risk of 
death from shock in the case of feeble, elderly patients; while, 
short of this, it not unfrequently interferes gravely with the pro- 
gress of convalescence by originating troublesome chest complica- 
tions. In addition, however, to the depressing influence of the 
steam spray upon the general vitality of the patient, one must 
further take into account its direct action upon the peritoneum 
itself during the removal of large solid tumours necessitating a 
lengthy abdominal incision, or in cases of ovarian or other cysts 
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complicated by the presence of extensive adhesions. Under such 
circumstances I am convinced that prolonged exposure to the 
chilling and irritating influence of the carbolised spray—while 
necessarily increasing the general depression—undoubtedly further 
tends to temporarily impair the vitality of the serous membrane 
itself over areas of greater or less extent; and, by thus lessening 
its powers of absorption, to induce the abnormal condition above 
referred to as favouring the penetration of cocci and the conse- 
quent development of peritonitis. 

A still more definite, but commonly unrecognised, source of 
injury to the peritoneum, leading to more or less extensive im- 
pairment of its vital functions, arises from the performance of 
what was formerly known as the “ toilette du péritoine’”’—a_ pro- 
cedure commonly involving assiduous and prolonged sponging of 
the abdominal cavity in cases of extensively adherent or ruptured 
cysts. 

In my early operating days I naturally followed in this regard 
the example set me by my two senior colleagues at the Samaritan 
Hospital, both of whom were then extremely careful in thus 
cleansing the peritoneal cavity at the conclusion of an abdominal 
operation. Such treatment, in complicated cases, was usually fol- 
lowed within forty-eight hours by a smart rise of temperature to 
102° or over, frequently necessitating the use of an ice cap for its 
reduction. When I began in 1882 to assist Sir Spencer Wells, 
who then operated with full antiseptic precautions in every respect 
similar to those employed in the Samaritan Hospital, I soon became 
impressed by the fact that complicated cases of ovariotomy, where 
no attempt was made to sponge away the mixture of blood and 
other fluids remaining in the pelvic cavity at the conclusion of 
a troublesome operation, not unfrequently recovered with but very 
slight disturbance of either temperature or pulse, although no 
drainage-tube was used. Such results, following treatment so 
opposed to the routine practice in the hospital at that time, 
puzzled me somewhat, until I formed the conclusion that avoid- 
ance of unnecessary irritation of the serous membrane might have 
something to do with them; and, as time went on, my views in 
this direction were materially strengthened by watching the 
results obtained in cases where the abdomen was washed out with 
warm water instead of being cleansed by sponging. I have now 
myself employed this treatment of “flushing” with increasing 
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frequency for over four years past, and am constantly more and 
more impressed by its value—as a ready and efficient means of 
cleansing the peritoneal cavity with the minimum infliction of 
damage to the delicate epithelial surface of the serous membrane 
—a fact which, from my point of view, constitutes one of its 
greatest advantages. As a firm believer in the importance of 
asepticism, I need hardly add that I consider it advisable always 
to employ for this purpose water which has been previously steril- 
ised by boiling, as the surest means of avoiding the introduction 
of possible mischief into the peritoneal cavity. 

Passing on now to a brief consideration of the third of the three 
objects to be aimed at by the abdominal surgeon, I define it as the 
‘promotion of the subsequent removal by natural or by artificial 
means of any fluids remaining in the pelvic cavity at the conclu- 
sion of the operation.” By the term “‘natnral means” I would 
imply the early re-establishment and maintenance of the renal and 
intestinal eliminatory functions which play so large a part in 
promoting the absorption and subsequent excretion of peritoneal 
effusions. Without dwelling on this subject I will here merely 
refer to what I believe to be the extreme inadvisability of the 
routine administration of opium after abdominal operations, owing 
to the restraining influence thereby exercised upon these func- 
tions; while further noting the value of repeated small doses of 
salines administered, not with a view to relieving any tendency to 
obstructive bowel difficulty, but merely as promoting renal and 
intestinal excretion. By the artificial or mechanical means above 
mentioned I, of course, allude to drainage of the pelvic cavity as 
best effected by the ordinary glass tube, whence the accumulated 
fluid is withdrawn at stated intervals. An objection formerly 
raised against this method of drainage was based on the statement 
that it was liable to be followed by a ventral hernia at the seat of 
insertion of the tube. Such a mishap has fortunately been ex- 
tremely rare in my own experience, and [ regard its occurrence as 
indicative of too prolonged retention of the tube. In my opinion, 
all the good derivable from drainage of the peritoneal cavity 
proper is commonly attained within the first twenty-four to forty- 
eight hours after operation, and any further prolongation of the 
process is but rarely advisable. My own invariable rule is to 
remove the tube whenever the entire amount of fluid accumulated 
during the previous twelve hours is found not to exceed 2 to 
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4 drachms, and this quite irrespective of whether the serum then 
withdrawn be blood-stained or not. 

In support of the views here expressed, I will now very briefly 
summarise the results obtained in my practice from December, 
1888, when I abandoned the use of the spray, to the end of July, 
1892. During this period of about three years and a half, the 
total of my abdominal operations amounted to 201; but in 18 
of these, chiefly cases of pelvic abscess, the serous cavity proper 
was not invaded,* and I shall consequently confine my remarks to 
the remaining 183 operations, all of which implicated the peri- 
toneum. Of this number, 42 were undertaken for disease either 
unconnected with the pelvic organs, or, when so connected, of such 
a nature as not to admit of complete extirpation. 33 of these 
patients recovered, and the remaining 9 died from causes shown in 
the accompanying table. 


TasLe I._—Peritoneal Operations. 


No. Nature of disease. Cause of death. 

1. Double intra-peritoneal abscess (of | Shock, within six hours. 
septic origin). 

2. Cancer of both ovaries (partial Shock, within four hours. 


operation). 
3. Advanced tubercular disease of Exhaustion on twelfth day, from per- 
peritoneum. sistent diarrhea. 
4. General abdominal cancer. Exhaustion, on eighth day. 
5. Pelvic cancer. Exhaustion, on fourth day. 
6. Intra-peritoneal abscess (P of tubal Exhaustion, on seventh day. 
origin). 
7. Retro-peritoneal sarcoma. Exhaustion, on third day. 
8. Cholecystotomy. Perforation of intestine, on twenty- 
eighth day. 
9. Hydatid disease of liver. Cerebral disease, on eighth day (? hy- 
datid). 


The remaining 141 peritoneal operations were performed for 
disease originating in the uterus or its appendages in the following 
proportions, and with the results here shown—viz., 137 recoveries 
and 4 deaths. 


* The group of eighteen operations above referred to included seventeen 
recoveries and but one death, which resulted from exhaustion due to diffused 
pelvic suppuration of some two years standing previous to surgical inter- 
ference. 
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Taste I].—Peritoneal Operations. 


Nature of disease. 
Eighty-four cases of ovarian tumour. 


Fifteen cases of chronic inflammatory 
disease of one or both uterine ap- 
pendages. , 

Five cases of ruptured tubal preg- 
nancy with intra-peritoneal hemor- 
rhage. 

Thirty cases of supra-vaginal hysterec- 
tomy for fibro-myoma. 

Seven cases of removal of the uterine 


Cause of death. 
One death from pneumonia on thir- 
teenth day. 
One death from intestinal obstruc- 
tion on eighth day. 


One death from exhaustion within 
five hours. 


One death from shock. 


No death. 


appendages for fibro-myoma. 


This series of 141 operations, performed on the lines indicated 
in my paper, with a mortality of under 3 per cent., may, I think, be 
taken as affording some evidence of the correctness of the views 
advocated with regard to the treatment of the peritoneum in 
abdominal work; and, in conclusion, I would here venture. to 
express the hope that the record of my experience in this direction 
may tend to promote a fuller recognition of the enormous powers 
for good as for evil possessed by the serous membrane in relation 
to surgical procedures involving its cavity. 


Mr. Ausan Doran noted how Mr. Meredith spoke of ‘“ unnecessary 
injury of the peritoneum.” Although so much had been written about 
peritonitis, the limits of that disease had not been clearly defined. Long 
experience had led Mr. Doran to believe that it was not always possible 
to distinguish between the effects of damage to the peritoneum and the 
effects of damage to the intestine caused by exposure, handling, and 
bruises from instruments. Great importance must be attached to tym- 
panitic distension after abdominal section. Mr. Tait held that it was the 
result or chief sign of peritonitis, Mr. Malcolm considered that it was a 
primary condition. There could be little doubt that tympanites was one 
of the cardinal symptoms of peritonitis ; nor could there be much doubt 
that it was in many cases a symptom of damage to intestine acting 
through nerves and vessels. The intestine was paralysed, and the patient 
sometimes died, no evidence of peritonitis being found after death. 
Mr. Doran asked for an explanation of the beneficial results which seemed 
to follow simple section of the peritoneum in exploratory operations. 
Disseminated papillomata sometimes disappeared.’ He referred to a case 
in his own practice (“ Anterior Serous Perimetritis,” ‘Trans. Obstet. 
Soc.,’ vols. XXxX1, Xxxili), where he made an incision through the abdominal 
walls into a spongy vascular mass, which simulated a large malignant 
cystic tumour. The entire “tumour” disappeared, and the patient lived 
over three years, dying of phthisis. The appendages showed signs of old 
tubercular disease. Mr. Doran objected to Mr. Meredith’s practice of 
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removing the drainage tube whilst bloody fluid still issued from it. 
Klotz’s researches (‘Centralblatt fiir Gynikologie, No. 29, 1892) showed 
that one distinct cause of intestinal obstruction (and this brought us back 
to the question of tympanites) was the adhesion of intestine to a large 
organised clot. The more the blood came away the less danger would 
there be of the development of a clot large enough to do harm. Not long 
ago Mr. Doran removed the drainage tube whilst bloody fluid was still 
escaping in small quantities. Troublesome symptoms of obstruction 
followed almost immediately, and were not overcome without difficulty. 
He entirely agreed with Mr. Meredith as to flushing, a practice for which, 
it is fair to remember, we were indebted to Mr. Lawson Tait. It acted 
partly as a hemostatic and partly as counteracting shock by warming the 
abdominal cavity. He had noted shock when the injected water was too 
cold. French observers had shown that flushing also fed the patient. 
Several pints at least were usually absorbed, as the operator never 
allowed all to return through the abdominal wound. The French 
encouraged absorption by adding table salt to the water used for 
flushing. 

Mr. Matcoum said he had come to a somewhat different conclusion 
from that of Mr. Meredith as regards the delicacy of the peritoneum. 
He believed that so long as no septic contamination was allowed the 
peritoneum would tolerate without difficulty any manipulation that was 
necessary. He pointed out that Mr. Meredith had himself recorded in 
his paper that cases in which no effort was made to clean the peritoneum, 
and no drainage was used, had frequently astonished him by their 
perfectly smooth recovery. On the other hand, Mr. Malcolm had seen, 
and Mr. Meredith must also have seen, the peritoneum treated in the 
roughest manner, literally scrubbed with sponges, the intestines being 
freely brought out of the abdominal cavity, and yet the convalescence 
had been absolutely as smooth as one could wish. It seemed almost as if 
one could do as one liked with the peritoneum, and leave a certain 
amount of clot and serum inside with impunity. But there was one 
point in these cases of abdominal surgery, to which Mr. Doran had kindly 
alluded, and on which Mr. Malcolm laid the very greatest stress, namely, 
the importance of avoiding distension of the intestines during con- 
valescence. Mr. Lawson Tait had astonished the profession, about the 
year 1887, by announcing that he cured peritonitis after abdominal 
section by purgatives. Mr. Malcolm did not believe that Mr. Tait had 
ever done anything of the kind. He had merely cured slight obstructive 
conditions, and so prevented the occurrence of tympanites and consequent 
peritonitis. Mr. Malcolm maintained that all the recent improvements in 
the treatment of cases of abdominal surgery are directed to the avoidance 
of this intestinal obstruction ; that starvation by the mouth acts in this 
way by resting the bowel and giving it time to recover from the manipu- 
lation to which it has been subjected ; that the old treatment by a 
constant use of opium bound up the bowels, and aggravated any tendency 
to obstruction which might exist, while a more judicious management in 
this respect may obviate the danger ; that in the same way purgatives 
and purgative enemata act favourably by keeping the alimentary canal 
open. As regards washing out the peritoneal cavity, the beneficial in- 
fluence was attributed by the speaker in great part to the perfect way in 
which this process accomplishes a favourable disposition of the disturbed 
intestines by first floating them up, and then allowing them to settle 
down quietly and naturally. There could be no doubt that one of the most 
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important points in the management of these cases was to get the flatus 
to pass down and thus to avoid tympanites. When flatus passed down 
freely the patient very usually got well, and this question could not 
be left out in considering the treatment of the peritoneum in abdominal 
surgery. 

Mr. MARMADUKE SHEILD remarked on the difficulty in some cases of 
preventing the peritoneum from being stripped up from off the anterior 
abdominal wall, and to prevent this he usually stitched it provisionally to 
the skin before proceding to manipulate the abdominal cavity. 

The CHarrRMAN (Dr. Symes Thompson) remarked that in the rooms of 
the Medical Society of London, since he became a Fellow in 1859, the 
evidence adduced in favour of abdom.natl section had advanced in a truly 
remarkable manner. In earlier days operations were too often delayed 
until it was too late, whereas at present, and under antiseptic precautions, 
the operation was found to be so free from risk that there was a danger 
lest it should be resorted to unnecessarily. The change that had been 
wrought in thoracic as well as in abdominal surgery deserved the fullest 
recognition, and in calling on Mr. Meredith to respond the Chairman 
expressed the thanks of the Society for his valuable contribution. 

Mr. MEReEpDtTB, in replying, stated that his practice in relation to anti- 
septics had not varied since he first began to operate thirteen years ago, 
excepting as regarded the use of the spray and the adoption of the 
“flushing” treatment. He had always remained a consistent advocate of 
the Listerian system. Referring to Mr. Marmaduke Sheild’s remarks, he 
was of opinion that the stripping of the peritoneum off the anterior 
abdominal wall in cases of very firmly adherent cysts was not usually an 
accident of serious moment, providing that the operator realised his 
mistake in time to avoid any extensive denudation of the under surface of 
the rectus sheath, and was subsequently careful not to leave any blood- 
clot between the peritoneum and the muscle layer when closing the 
abdominal incision. The chief motive of this paper was to show the im- 
portance of leaving the peritoneum at the conclusion of an abdominal 
operation in as normal a condition as possible, with a view to facilitating 
the subsequent performance of its natural functions. The exceptional 
illustration of the good effects obtained by assiduous sponging, coupled 
with removal of the effused serum in certain cases of tubercular disease 
of the serous membrane, was explained by the resulting impaired nutri- 
tion of the morbid growth, and this fact afforded confirmatory evidence of 
the extreme susceptibility of the peritoneum to the influence of rough 
treatment. 
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INTRA-THORACIC AUSCULTATION AS A MEANS OF 
PHYSICAL DIAGNOSIS, 


By Brensamin Warp Ricuarpson, M.D., F.R.C.P., F.B.S. 


Mr. PresipEnt AND GeNTLEMEN,—I had promised to bring before 
the members of the Medical Society of London this session a 
paper on Some New Researches in Synthetic Pathology, but as I 
was not prepared for so early a call for the paper as that which 
has been assigned to me I have been unable to complete it in the 
form in which I would wish to present it. It happens, however, 
that I have at hand a short communication which I have much 
pleasure in submitting to you, and which, because it is extremely 
simple and practical, will, I trust, be accepted as a substitute for 
the longer and more ambitious essay. I call the present essay a 
study of Intra-thoracic Auscultation as a Means of Physical 
Diagnosis, and I cannot introduce it to your notice better than 
by relating how it came into my mind and practice. <A few 
months ago a patient consulted me who was suffering from serious 
and obscure symptoms referable, by the process of exclusion in 
diagnosis, to the upper portion of the alimentary canal. He had 
lost flesh to an extreme degree, was very feeble, had often a diffi- 
culty in swallowing food, at times retained food of a fluid or semi- 
fluid kind in the stomach for long periods, and then after suffering 
severe pain vomited it with difficulty, returning it in a partially 
digested state. I looked upon the symptoms with suspicion as 
possibly indicating malignant disease of the lower part of the 
cesophagus; but as I found he had been following an imprudent 
dietary I was content at the moment to regulate diet carefully 
and to prescribe a mixture of dilute hydrochloric acid and pepsine. 
He left me, to return in two months reporting himself in every 
respect better. He had gained in flesh, he retained food, was free 
from acute pain, had improved in strength, and had lost the sense 
of weariness of mind as weil as body, which had been most 
oppressive. He had determined to take a holiday, and I agreed 
with him that the change he suggested would be advantageous. 
I did not see this patient again for three months, when he con- 
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sulted me once more in consequence of a sudden return of his 
worst symptoms, to which were added others pointing more 
decisively to cesophageal mischief low down in the tube. With 
difficulty he had partaken of a rather too copious meal one day 
previously, and soon afterwards had been seized with acute pain, 
which lasted until the undigested mass had been vomited with 
free secretion of the gum-like mucus characteristic of stricture. 
He was again greatly emaciated, presented a condition of circula- 
tion so feeble that I could scarcely detect the radial pulse, and a 
heart so weakened it was difficult to distinguish clearly the two 
sounds. 

I tried in this case what I have called the water-gurgle test for 
the diagnosis of stricture, as described in ‘The Asclepiad,’ vol. vii, 
p. 382—that is to say, I got the patient to attempt to swallow 
fluid whilst I auscultated in the line of the cesophagus anteriorly 
and posteriorly. Whenever there is true stricture of the organic 
type I have usually found by this method a point where there is 
heard a loud gurgling sound on attempts to swallow, followed by 
a sharp noise as of a passing current of fluid through a constricted 
passage. There are few more characteristic points of diagnosis 
of stricture in the lower third of the tube than this; but there 
was no response to the test in the present instance, and the 
patient expressed to me that the tumbler of milk-and-water which 
he had swallowed went down without his being conscious this time 
of obstruction. I turned, therefore, naturally to the use of the 
cesophageal tube—an operation which led me to the new facts I 
have to record. I passed along the cesophagus a medium-sized 
tube, and ran it without difficulty down to the stomach. There 
was no serious obstruction at any part, but I thought I experi- 
enced some sense of friction of a very slight kind. Whilst en- 
deavouring to be certain on this matter an idea which I had once 
before had in my mind, but had not before acted upon, suddenly 
occurred to me. Why not auscultate through the exploring tube ? 
At once I sliced off a portion of the free end of the tube obliquely, 
slipped over this sliced end the terminal part of a double stetho- 
scope, and made in this fashion the exploring tube a continuous 
stethoscope. The effect of auscultating in this way was most 
interesting and satisfactory. I could hear soft friction of the tube 
against the walls of the cesophagus, and was made quite sure that 
the friction was uniform throughout and that there was no special 
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constriction or induration in any portion of the tube. When I 
passed the tube into the cavity of the stomach itself I obtained a 
sound new to me, like a gentle seething as of air or gas agitated 
in a thickish fluid; and, at times, a gurgling sound of gas with 
another sound probably due to muscular contraction of the 
stomach itself. As the patient experienced no trouble or incon- 
venience during examination I had ample time for inquiry, and I 
leisurely withdrew the tube, noting the sounds audible in the 
course of the movement. In the tube at this time there were only 
two openings and those at the extreme end. I succeeded therefore 
in catching sounds at such points only as were in apposition to the 
openings. I withdrew the tube until the opening on the left side 
came in contact with that portion of the cesophagus that lies in 
immediate proximity with the heart. By previous auscultation of 
the heart over the thoracic wall I had failed to detect clearly the 
two cardiac sounds owing to the feebleness of the cardiac action, 
but now both sounds were as distinct as they would have been 
from a normal heart. They were not, however, precisely the same 
as the sounds we hear through the thoracic wall; they were duller 
in character, as if they wanted the resonance which is probably 
produced by the pleura stretched over the thoracic cavity. At the 
same time they were loud and were singularly distinct. By 
moving the tube gently up and down I could get the second sound 
separately from the first and vice versé; but when I had the 
opening of the tube midway so as to compass both sounds, there 
was not so much difference between the first and second sound as 
is common to that distinguishable in ordinary auscultation. I 
was quite prepared for all these modifications of phenomena; they 
corresponded precisely with what I had learned many years ago 
when, in combination with the late Drs. Baly and Sibson, I had 
seen Dr. Halford demonstrate Brier’s valvular theory of the cause 
of the two sounds. We listened at that time directly to the 
sounds from an opening in the chest wall of a lower animal under 
anesthesia, and detected that with such immediate auscultation the 
sounds were deficient in sharp resonance, and more equable in tone 
than was common from ordinary auscultation. It was the same 
now. I counted the beats of the heart very deliberately from the 
inside of the thorax, seventy beats per minute, the sounds and the 
pause in proper order, and the action perfectly regular. I ex- 
pected that on withdrawing the tube further out of the cesophagus 
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it would be possible to hear a loud sibilant or vesicular murmur in 
respiration. In this I was disappointed to a certain extent. It 
was impossible, even on a deep inspiration, to catch a murmur so 
distinct as the murmur heard from the chest wall outside. 

From these observations I have been led to the new departure 
in physical diagnosis in which I am anxious others should take 
part, and I have devoted some time to certain preliminary steps in 
its development. Briefly it is a means for auscultating on an 
extensive scale the organs of the body from within the body. I 
shall occupy most usefully the short remaining time at my com- 
mand, first, by indicating the lines of research in which the plan 
promises to be most useful; second, the limitations of the plan 
and, if I may so express myself, the objections to it; and, third, 
the modes by which it may be improved from this its original 
start, so as to make it ready, safe, and in its broadest sense 
useful. 

Touching the first of these points, the method promises to be 
useful—I hope very useful—in the diagnosis for which I first 
applied it. It proved of service to me; at the moment it told me 
distinctly, in the case I have referred to, that there was no con- 
striction, no induration, at any part of the cesophacus, and that the 
hearing confirmed the touch, or, rather, corrected it in a manner 
that could not have been more satisfactory. The advantage will 
be that stricture may ke detected in its very earliest stage—the 
stage in which, according to my experience (unfortunately an 
experience specially large in this disease), there is the only chance 
of doing good by dilatation. The new auscultation may prove 
also an aid to diagnosis in diseased conditions of the stomach 
itself. It is certain from the sound I heard from within the 
cavity of the stomach that there are going on there changes of a 
physico-chemical kind, leading to a sort of effervescence that is 
distinctive in character. It is most probable there are differences 
of sounds connected with special fermentations, and that by study 
and experience these differences may become detectable at once by 
auscultation. Here there is an open field for research in which I 
have been unable as yet to enter. Again, as bearing on the 
stomach, the motions of that organ evidently produce sound that _ 
will admit of interpretation. A healthy stomach may possibly give 
forth no sound or it may give forth a definite sound when con- 
taining food, with other sounds during various stages of digestion. 
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These are points to be inquired into and will be of curious interest. 
In diseased conditions of the stomach a whole series of diagnostic 
symptoms may also be learned, bearing not only on fermentative 
actions in progress, but on alterations in the walls, and on its 
contractile functions. The stomach, in short, will admit of being 
sounded lke the chest. Scirrhus affecting the stomach should be 
easily diagnosed by auscultation. Through the stomach it may also 
be possible to diagnose physically and more correctly than we now 
diagnose the nature of some pulsating abdominal tumours which 
are, as they have been since the time of William Harvey himself, a 
constant source of disagreement among physicians. With the ter- 
minal of a full-sized cesophageal stethoscope in the stomachic 
cavity a loud murmur from an arterial source will be detected 
without the interposition of pressure and an important difficulty in 
diagnosis removed. A third service that may be rendered by intra- 
thoracic auscultation is forecast in the observation I have already 
made respecting the detection of the cardiac sounds in conditions 
when those sounds are inaudible under the usual] method owing to 
extreme feebleness of the circulation. We are called sometimes 
to persons in such entire collapse that it is doubtful whether they 
are alive or dead. The sounds of the heart are imperceptible to 
the ear through the thoracic walls. Here, then, is an instant and 
ready method of deciding whether the action of the heart is still in 
progress. We have a new proof either of absolute death or of 
continued life. In acute collapse, as after death from chloroform, 
we not only can institute a good diagnosis in the same manner, 
but we are half way, by our manipulation, towards assisting to 
restore life. Through the cesophageal tube, after disconnecting 
the stethoscopic tubes that go to the ear, we could inject a free 
quantity of heated water or water with oxygen peroxide into the 
stomach ; or, if we had learned the practice correctly, we could 
direct a faradaic current upon the heart itself, so as to excite con- 
traction of the right side. 

The use of the intra-thoracic method may be turned to account 
in diagnosis of heart disease and of aneurysm of the large thoracic 
arterial trunks. Stricture of the cesophagus arising from aneu- 
rysmal pressure would be instantly diagnosed. These cases are 
often most perplexing. The pressure causing the obstruction 
varies, and no sufficient sign of aneurysmal murmur in the early 
stages reaches the ear at all times. One auscultator fortunately 
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catches the murmur, another does not, and so contradiction upon 
contradiction amongst the best diagnosticians occur. By the 
process of intra-thoracic auscultation this difficulty would be 
immediately met, the pulsation would come under direct observa- 
tion, and the precise seat of the pressure would be descended 
upon. We should hear a pulsating stricture. In heart disease 
itself the intra-thoracic mode of examination should be of service. 
By it in cases of enlargement we ought to be able to distinguish 
between dilatation and hypertrophy. The diagnosis of clot on the 
right side might be made clear by this plan and the differential 
diagnosis of valvular affection on the right or left cavities ought 
to be rendered absolute, when we have learned sufficient of 
cesophageal auscultation to discover the new distinctions of sound 
that will have to be made, in some cases at least, between the tone 
of the first and the second sounds, and shall have defined all new 
lines of distinction between these sounds as heard from within and 
from without the exterior walls of the chest. The clearest defini- 
tion by this test should be obtainable also as between pericardial 
and endocardial friction sound and between pericardial as distinct 
from pleural friction. 

As this is only a preliminary note, I must leave untouched the 
subject of pulmonary auscultation by the intra-thoracic method, 
and also that of pharyngeal exploration. The pharynx is within 
such easy reach it should admit of more frequent auscultation 
than lower parts of the cesophageal canal. Its size, too, renders it 
more accessible. From it we should be able to reach the apices of 
the Jung and the greater part of the air passages from the larynx 
down to the bifurcation of the bronchi. Exploration of these 
parts will be easy when a set of appropriate and convenient 
exploring instruments have been constructed, and will afford help 
to diagnosis of changes incident to the apices of the lungs in sub- 
clavian, innominate, and carotid murmurs, and in thickenings and 
obstructions of the trachea and larynx. 

Having given an outline of what may be gained by intra-thoracic 
auscultation, I shall now refer to the hmitations of the plan and 
to the objections which may be taken to it. I assume at once that 
this mode of research is not called for when by the ordinary 
auscultation diagnosis is clear. It may come in usefully in all | 
cases where the cesophageal tube is subjected to exploration, but it 
will not be always applicable in instances where it might be useful, 
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owing to the circumstance that many patients are unable to bear 
the introduction of the tube and that it may sometimes be unadvis- 
able to subject them toit. I met with a patient last week suffering 
from probable thoracic aneurysm in whose case the exploration 
would have been most valuable; but the introduction of the tube 
caused so much retching and straining I was obliged to withdraw 
the tube before I had explored as fully as I could have wished, 
although what was effected was sufficient to inform me of the ex- 
istence of aneurysmal murmur from the left carotid or subclavian. 
The explorations might also be objectionable in cases of irritable 
stomach or where there was severe cough or cough with hemor- 
rhage. I need not dwell any longer on particular points of this 
kind, since the whole is summed up in a sentence—whenever the 
practitioner feels he can safely and prudently pass a tube into 
the stomach, then he can bring into practice intra-thoracic auscul- 
tation. 

The third point, the modes in which this method may be im- 
proved by mechanical means, opens up a very wide field of inquiry. 
I commenced my work with the ordinary flexible tube, and up to 
the present time I have found nothing better than a good-sized 
tube with a large lateral aperture at the extreme end. I have 
used another tube charged with several apertures an inch from 
each other, and this answers fairly well. Apertures are essential 
in these tubes; if they are not made there is little or no conduc- 
tion of sound. Messrs. Krohne and Sesemann have been making 
tubes for me of different materials ; and one of metal, of malleable 
nature, is good in many ways, but I have not yet obtained what is 
precisely wanted even in so simple an invention as, at first sight, 
it would appear to be. The best tube at this moment is the long 
cesophageal flexible tube with the stethoscope attached as shown 
to-night. 

I leave now this contribution in the hands ofa Society to which 
it has been my high privilege to communicate many of my first 
thoughts from the very opening of my long career. I would not 
on any account attach an undue importance to the effort, or look 
upon it as anything more than an extension of the simple act of 
the illustrious Laennec, when, in the Necker Hospital one day in 
1816, he improvised a stethoscope out of a roll of paper and pro- 
jected thereon a new science to which there seems to be no end. 
I put forward this addition, however, without apvlogy, not knowing 
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to what—small as it is at this precise moment—it may lead. In 
his magnificent eulogy on his master, Cullen, Benjamin Rush said: 
“Let no fact in medicine, however unimportant it may at first 
appear, be allowed to pass unnoticed by the public eye; for there 
are mites in science as well as in charity, and the ultimate 
results of each are often alike important and beneficial.” In 
that spirit, Sir, I offer to-night, through you and my fellow 
colleagues of the Society, one more mite to the treasury of prac- 
tical medicine. 


Dr. Rovuru, after complimenting Dr. Richardson on his very in- 
teresting and original paper, said he was not sure that it would be 
received with good will by all members of the profession. Conservative 
as he was in politics, he feared there would always be persons in the 
profession too conservative in their views to welcome Dr. Richardson’s 
new departure. J/ntra-audition was not popular in the profession. He, 
himself, had years ago read a paper before the British Medical Asso- 
ciation, which was very well received, in which zntra-audition on the 
caudal side had been proved to be very efficacious in diagnosing gestation. 
He had used a binaural stethoscope with a long glass tube at the distal 
end, which after a series of experiments he found the best form for use. 
When this was inserted into the vagina, you could hear directly the 
uterine sounds of pregnancy. In very early periods it was a continuous 
murmur not unlike that heard in an enlarged spleen. In a month this 
sound was interrupted at long intervals ; in six weeks you could hear the 
placental souffle, and later on the foetal heart when you could not do so 
by auscultation over the abdomen. Nothing could be more delicate than 
its use, as all could be done under the clothes, the glass occasioning no 
friction. Yet but few used it, although it had been of the greatest use in 
doubtful cases. Dr. Richardson must be prepared for opposition, there- 
fore, and yet he felt that he had made a very remarkable innovation in 
practice, and one likely to prove of the greatest advantage. 


THE SURGICAL TREATMENT OF CYSTS OF THE 
VULVO-VAGINAL OR COWPER’S GLANDS. 


By Asan Doran, F.R.C.S. 


A. H., aged 48, single, came under my care early in January, 
1890, complaining of a swelling in the external parts, which had 
been noticed for several months, and caused great pain whenever 
she walked or sat down. 

An oval fluctuating tumour, about 24 inches in long or antero- 
posterior diameter, occupied the position of the left labium majus, 
pushing forwards the labium minus. The tumour reached the 
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mons veneris, but was not connected with the inguinal canal; it 
was irreducible and there was no impulse when the patient 
coughed. Posteriorly it ended, as a blunt-pointed process, in the 
left ischio-rectal fossa. It did not extend into the vagina. The 
integument was inflamed on both sides of the tumour. 

The patient was put under chloroform. I made an incision, 
about 1 inch long, through the skin, antero-posteriorly, nearer the 
vulvar than the outer limits of the cyst. The surface of the cyst 
was white ; it gave way and over 6 ounces of a thick, greasy, orange- 
brown semi-fluid material escaped. I dissected the upper and an- 
terior parts of the cyst away from their connections with little 
difficulty, except that at one point, where the cyst-wall was inflamed 
and degenerate, it adhered firmly to surrounding structures. I 
passed my left forefinger, behind the pointed posterior extremity 
of the cyst and dissected it away. This part of the operation was 
not easy, as the patient took chloroform badly. When she began 
to breathe well, I separated the remaining connections which lay 
in the direction of the transversalis perinei artery. Four branches 
were divided and bled freely, but were easily secured and ligatured. 
As usual, the posterior part of the cyst lay much deeper than 
might have been expected from superficial examination. 

In order to check oozing, which was free, I syringed out the 
wound thoroughly with hot water, packed into the pouch a roll of 
absorbent gauze, and united the integument along the anterior 
two-thirds of the wound with silkworm-gut sutures. A pad of 
absorbent wool was placed against the labium and fixed there by 
means of a T -bandage. 

Five hours later I found that much blood had soaked through 
the dressings; no blood was then oozing from the wound. I placed 
a clean piece of absorbent gauze in the wound, and on the next 
day removed it, syringed out the wound, and inserted a piece of 
red rubber tubing. This was removed in a few days, and the 
wound healed perfectly. Six months later there was no trace of 
any fistula. 

The cyst, which is now exhibited, is thin-walled, and, after having 
shrunk in spirits, measures over 35 inches it its long diameter. 
It is unevenly divided into two portions by a deep constriction. 
The anterior is much the larger, and measures over 2 inches at 
its widest part. The posterior is the blunt-pointed process which 
was dissected out of the ischio-rectal fossa. Its inner wall bears 
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incomplete septa, whilst in the anterior part of the cyst that wall 
is almost smooth. The outer wall of the cyst bears portions of 
muscle, fat, and other tissues with which it was closely connected. 
Some microscopic sections were prepared at the College of Surgeons. 
The cyst-wall was thick, and chiefly made up of very pure white 
fibrous tissue. It contained a considerable number of arterioles 
with thick muscular walls. The inner aspect was devoid of epi- 
thelium. This specimen now belongs to the Museum of the Royal 
College of Surgeons. (Pathol. Series, No. 4688s.) 

From its position, it seems clear that this cyst was developed 
from the vulvo-vaginal gland, which is often known by the names 
of Cowper, Bartholin, and Duverney. In some respects, ‘‘ Cowper’s 
gland” is the best name, as it is the same as that of its homologue 
in the male, which cannot be called “ vulvo-vaginal.”” The anatomy 
of the gland is well known. The duct pierces two layers of pelvic 
fascia. This reminds us that the gland is deeply placed. The 
orifice of the duct hes external to the hymen, and is not hard to 
detect in many subjects. 

The pathology of these cysts is of distinct surgical importance. 
Other kinds of vulvar cyst must be noted. First, there is the 
form corresponding to well-known conditions in relation to in- 
guinal hernia in males. In 1884 Dr. Galabin and Mr. W. E. 
Fielden exhibited at a meeting of the Obstetrical Society of 
London a ‘‘Cyst removed from the Vulva.” It lay in the left 
labium majus of a girlaged 14. Anteriorly, it ended at the level 
of the clitoris, where a firm cord seemed to connect it with the in- 
guinal ring. Hence it was believed to be a hydrocele originating 
in a pouch of peritoneum. The cyst now exhibited was not of this 
class, as the disposition of the pelvic and perineal fascize would 
prevent a process of peritoneum from burrowing into the ischio- 
rectal fossa. 

There is at least one class of cyst decidedly not of peritoneal 
origin, nor developed from the vulvo-vaginal gland. There are 
great discrepancies in the pathology of this class amongst authori- 
ties; possibly two or more varieties have been confounded. 

A curious pedunculated cyst sometimes sprouts from the labinm 
minus. In 1881, Dr. Wiltshire exhibited before the Obstetrical 
Society two such cysts, removed from different patients. They 
contained translucent fluid. ‘They were attached in a slightly 
pendulous manner to the apex of the labia majora [szc, ‘minora’ 
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was evidently intended ] and, as would be seen, were respectively 
the size of a small walnut anda hazel-nut. Such growths were 
preferably removed by the clamp and cautery.” A similar speci- 
men is preserved in the museum of St. Bartholomew’s Hospital 
(3035A). 

In 1888, Dr. R. T. Smith brought before the British Gyneco- 
logical Society two cysts which he had removed from the labia 
minora of a woman aged 28, who had given birth to a child 
eleven years previously. There was no history of local injury.* 
The cysts were within a third of an inch of the clitoris. It is cer- 
tainly an interesting point in this case that the disease was bilateral. 
Mr. Bland Sutton observed that the cysts occupied a situation 
where dermoid sebaceous tumours might be met with; but they 
were of the mucous type. 

I recently noted in a woman, aged 48, a symmetrical pair of 
obstructed sebaceous follicles, feeling as hard as dried peas, one in 
each labium majus, near the clitoris. 

Hildebrandt dwells on vulvar cysts not developed from the 
vulvo-vaginal gland, but without any clear pathological definitions. 
He says that they are rare and vary greatly in size and in the 
thickness of their walls, which are closely connected with the 
neighbouring tissues. They are always, he states, unilocular, 
whilst amongst cysts which arise from the degeneration of Cowper’s 
glands some are multilocular. On the other hand, they are some- 
times multiple. 

Judging from the cases of Wiltshire and R. T. Smith, excision 
is the right treatment for these cysts, and the proceeding offers 
no difficulty. Hildebrandt states that puncture and incision seldom 
cure; the surgeon should, therefore, endeavour to dissect out the 
cyst-wall. Here is one of the discrepancies of which I have already 
spoken. A pedunculated cyst does not require dissection. The 
operation, Hildebrandt remarks, is difficult, so that excision of a 
large piece of the wall, and plugging with lint soaked in iodine is 
sometimes the most complete operation that can be undertaken. 
This authority, it will be seen, discountenances the excision of 
cysts of the vulvo-vaginal glands. 

The first important question in respect to cysts of the vulvo- 
vaginal glands is: do they arise, as a rule, from the duct or from 
the gland? If they arose from the duct alone, it would not be 


* Schroder attempts to trace these cases to injury. 
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difficult to dissect them away; but the pathology of these cysts 
must be considered before the necessary surgical treatment. 

Huguier’s classical monograph is not obsolete. It contains an 
excellent description of the vulvo-vaginal glands and their cysts. 
He states very clearly that cysts usually arise from one or more of 
the acini of the gland and are often entirely unconnected with the 
duct. 

Dr. Stéphane Bonnet has composed the best of the more recent 
essays on the subject. He says that the cystic change is usually 
limited to the duct. He refers to Dr. Matthews Duncan, who 
doubted whether cysts of the gland ever occurred, but adds “ils 
existent, cependant.”’ Indeed Dr. Bonnet proceeds to draw dis- 
tinctions between duct-cysts and gland-cysts. A cyst of the duct 
is small and scarcely exceeds the size of a walnut, being usually 
no bigger than a filbert. It les at the base of the lesser labium, 
which it unfolds. It is at first fusiform and becomes spherical. 
It is at first transparent, and a fine probe may be passed, in some 
instances, into the orifice of the duct, or some of the contents may 
be squeezed out. 7 

A cyst of the gland, according to Dr. Bonnet, can at first be 
grasped. Then it lies behind the Jabium majus, between the 
vagina and ascending ramus of the ischium. It is spherical from 
the first. It may attain a large size and push forward both the 
greater and lesser labia. It is often not transparent, and the con- 
tents are frequently too thick to allow of evacuation through the 
duct by pressure. 

Dr. Matthews Duncan’s opinion has just been noticed. In his 
lecture ‘“‘ On Tumours and Cysts of the Vagina and Pudendum,” he 
speaks of ‘‘the most common retention-cysts from closing of the 
aperture of one or both Cowper’s ducts.” In reference to cysts of 
the glands, he says: ‘‘I have never seen one, and I feel uncertain 
of the accuracy of the diagnosis in cases of which I have read, 
because they are described as deforming the labium and _ project- 
ing into the vulva, and I should not expect this result to take 
place. If one of the glands of Cowper were enlarged by becoming 
diseased and forming a cyst, I should expect it to appear between 
the posterior extremity of a labium and the nearer tuber ischii, 
where tumours are produced by inflammation and abscesses of 
these glands, not in a labium.” On the other hand, as this 
passage infers, Dr. Matthews Duncan believes in abscess of the 
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gland, and in his lecture “ On Inflammations of the Pudeudum,” 
he describes this affection very carefully. 

Dr. Auvard states that the gland itself may be transformed into 
a cyst by occlusion of its duct. Dr. Pozzi ‘‘ ignores completely ” 
any distinction between duct-cysts and gland-cysts; this opinion 
is the opposite to Bonnet’s. I find the same division of opinion 
amongst German authorities. Winckel states that in cysts of the 
excretory ducts the labia appear as though divided into an inferior 
and superior portion. In cysts of the gland itself the distension 
is more in the lower and posterior portions. 

From the great depth of the posterior part of the cyst in the 
case in my own practice, already described, I believe that it in- 
volved the gland. It corresponded to Bonnet’s gland-cyst and 
eccupied posteriorly the position in which Matthews Duncan would 
expect such a cyst to appear. Ido not see why it might not have 
originated in the duct and gradually spread to the gland. The 
distension of the labia indicated cystic dilatation of the duct. 

The cause of cystic disease of the vulvo-vaginal gland has been 
much disputed. There can be little doubt that the cyst is of 
the “retention ” variety. On the retention theory, so probable in 
this case, 1t is quite easy to conceive that the gland itself may he 
involved in the cystic change. On the other band, obstruction of 
the duct both at the point where it joins the gland and at its 
orifice, simultaneously, might, we believe, easily occur and set up a 
pure duct-cyst. I have never heard of a cyst of the vulvo-vaginal 
gland bearing the characters of a cystoma with solid contents. 
Hoening’s case, which extended high into the pelvis, was possibly 
of Wolffian origin ; no true cyst of the vulvo-vaginal gland ever 
invades the pelvic cavity.* 

If these tumours be retention-cysts, whence comes the reten- 
tion? This question is not dificult to answer. Irritation of the 
orifice or canal of the duct causes its mucous lining to swell, and 
thus partial or complete obstruction may follow. Dirt, smegma, 
discharges, cicatrices (Goodell),+ or bruises may constitute the 

* Dr. V. Chalot, of Toulouse, has written an important paper, entitled ‘“ Les 
Kystes Wolffiens du Vagin” (‘Annales de Gynéc. et d’Obstet.,’ July, 1892), 
in which he lays stress on the fact of a cyst extending to the lateral fornix, or 


further outwards. It seems to him conclusive evidence that the cyst is 


Wolffian. 
+ In Goodell’s case the left duct was occluded after repair of a lacerated 


perineum. 
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source of irritation. Some authorities (Pozzi, &c.) insist that 
the irritation is necessarily gonorrheal. This statement must 
be an exaggeration. Retention-cysts in other parts of the body 
are not rare, and at the same time have nothing to do with 
gonorrhea. On the other hand, the exaggeration is natural. Un- 
doubtedly inflammation of the duct is extremely common in 
gonorrhea, and liable to persist after the remainder of the genito- 
urinary tract has recovered. In such a case the chance that a 
cyst may develop is considerable. The cyst must be primary, 
rather than the result of abscess of the gland, though there may 
be exceptional cases where the pus dries up and the abscess 
cavity gradually acquires the characters of a thin-walled cyst. A 
similar change occurs in the Fallopian tubes whereby a “ pyosal- 
pinx,” that is to say, a much thickened tube containing pus, 
develops into a “ hydrosalpinx,” a large thin-walled cyst con- 
taining a clear serous fluid. A chronic abscess of the gland is 
most probably gonorrheeal in origin. 

Dr. Stéphane Bonnet maintains that retention is no doubt the 
determining cause of cysts of the vulvo-vaginal glands, but not 
the sole cause. In many cases, he observes, the duct is open or 
the contents may at least be easily pressed out. This condition is, 
however, seen in retention-cysts elsewhere; a duct patulous at its 
orifice may be obstructed further back, and the obstruction may 
yield to external pressure. Dr. Bonnet suspects that an unknown 
degenerative process may take place in the glandular tissue. The 
change, he says, is sometimes associated with the development of 
cysts in the genital tract elsewhere. I have never found a vulvo- 
vaginal cyst in a case of ovarian cyst. In one case of cystic 
disease of the ovary, I detected a vaginal cyst, which bore no rela- 
tion to the vulvo-vaginal glands. 

Cysts of the vulvo-vaginal glands are believed to be most frequent 
on the left side, probably because too many writers of text-books 
have copied from Huguier’s work. Out of 34 cases in Huguier’s 
statistics, the cysts were unilateral in 29. 18 lay on the left side, 
11 on the right. In 5 cases both glands were involved. Winckel, 
who sums up his own cases, says that he has observed the cysts 
5 times on the left side, 6 times on the right, and in 1 case on 
both sides. We must now consider the question of treatment. 
Cysts of the vulvo-vaginal glands are treated by palliative and by 
radical measures. As a rule, the latter are the more satisfactory. 
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The palliative measures are catheterism and _ evacuation, 
drainage, seton, elastic ligature, incision, and apposition of the 
surfaces of the cyst wall, caustics, and excision of a piece of the 
cyst-wall. 

Catheterism and evacuation may be followed by abscess; and 
so may puncture and incision. Both methods usually fail to 
cure. 

Many years ago I applied a seton consisting of a stout piece of 
ligature-silk, to a large vulvo-vaginal cyst. Acute inflammation and 
suppuration followed; as there was free escape for the discharge, 
the patient suffered little pain. The cyst never refilled. J do 
not, however, advocate this practice. Drainage and elastic liga- 
ture are likewise not to be recommended. Incision, with subse- 
quent apposition of the surfaces of the cyst-wall, however 
carefully done, seldom avails against recurrence. 

Caustics, whether applied in the form of injections of strong 
solutions, or placed on lint as a dressing after excision of the cyst- 
wall, or applied direct to the remainder of the wall after partial 
excision, act by provoking inflammation, which causes the ob- 
literation or destruction of the sac. 

Excision of a piece of the cyst-wall, with the corresponding in- 
teguments, is recommended by Matthews Duncan and Schréder. 
Goodell advises the cauterisation of the remaining portion of the 
cyst-wall. Excision is the favourite method of those who object 
to extirpation. I have tried excision with cauterisation, after 
Goodell’s method, but in one of my cases a fistulous tract re- 
mained, and proved hard to cure. I entirely agree with Bonnet 
in objecting to the employment of caustics in any form. The 
inflammatory process which they excite is hard to limit and 
much pain is inevitable; fistule are also very common after- 
complications. 

The radical methods are destruction of the gland by the thermo- 
cautery and extirpation. 

Although I have advocated the thermo-cautery, I do not at 
present use it, except as an auxiliary in case of hemorrhage. 
When part of the cyst cannot be removed the thermo-cautery is 
the best agent for the destruction of the portion left behind. The 
same instrument is excelient in the treatment of old abscesses of 
the gland. 

Extirpation of the entire cyst by careful dissection, as in the 
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case recorded at the beginning of this paper, is, I believe, the 
proper treatment in ail cases of vulvo-vaginal cysts. 

I admit that many authorities object to extirpation, Thus 
Goodell declares that “‘ dissecting the sac out is a bloody operation 
and fortunately is rarely needful.’ He rightly observes that 
“fragments left behind are liable to reproduce the disease,” but 
this objection applies to incomplete operations on any kind of cyst. 
Gaillard Thomas refers to wounding of the transversalis perinei 
artery and says that he has never found extirpation necessary. 
Hildebrandt also discountenances the radical operation on account 
of the danger of arterial hemorrhage. In the case of very large 
cysts, damage to the rectum or even peritoneum may, he believes, 
occur. He apparently confounds vulvo-vaginal tumours with 
cysts of the Wolfhian duct. This subject has already been noted 
in reference to Hoening’s case and Chalot’s monograph. The im- 
portance to the surgeon of a knowledge of the pathology of cysts 
of the lower part of the genital tract is here very manifest. 
Hildebrandt relies on excision of the walls of the cyst and plugging 
with lint soaked in tincture of iodine. 

On the other hand, many writers of authority, or at least well- 
experienced, advocate, or even insist upon, incision. Stéphane 
Bonnet, who is in agreement with Trélat, holds that the gland 
must always be removed, because then alone can we be sure that 
the cyst will not recur. The incision, made in the line between 
the labium majus and minus, should exceed the diameter of the 
tumour. The process of dissection requires much care, patience, 
and time. The cyst wall ‘‘not rarely adheres to the bulb; hence 
double care is needed when dissecting near its level to avoid, as 
much as possible, damage to that structure.” A hot antiseptic 
solution should be allowed to trickle over the field of operation ; 
this will facilitate dissection and arrest hemorrhage. As there 
are large venous plexuses near the cyst, rigorous antisepsis is 
necessary. The long wound must be closed with silkworm-gut 
and a drain left in the lower angle for a day or two. An iodo- 
form-gauze tampon should be passed into the vagina and anti- 
septic dressing applied to the vulva. Hemorrhage from the 
bulb is to be arrested by suture and the pressure of a pad. 
Torsion or ligature will secure a divided transversalis perinei 
artery. Bonnet’s directions are well worthy of consideration. 
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Auvard thinks that puncture is insufficient. He prefers local to 
general anesthesia when excision is undertaken. 

Pozzi states that extirpation is preferable to any other treat- 
ment, as the least laceration of the cyst may render dissection 
tedious; he adopts an ingenious device to prevent, as far as possible, 
that accident, or to render it as little troublesome as possible 
should it occur. He punctures the cyst with a hydrocele-trocar, 
lets out the contents, washes out the cavity with hot water, and 
injects spermaceti warmed at a low temperature in a water-bath. 
Ice is then appled and in a few minutes the cyst forms a hard 
mass which may be quickly removed. The anesthesia caused by 
the ice, aided at the most by cocaine, is sufficient, without chloro- 
form. 

J. Levrat believes that removal of a vulvo-vaginal cyst is the 
only operation that thoroughly prevents recurrence. “This ap- 
pears to us all the more important, inasmuch as we believe, on the 
strength of the two cases where we operated and examined the 
growths, that certain cysts may be the first stage of yet more 


serious tumours.’’ 


An important statement, but I have seen and 
heard of numerous cases of incomplete operations, some very 
carelessly performed and highly unsuccessful, yet I know of no 
instance of subsequent malignant changes.* 

I have heard of one case where fatal hemorrhage followed 
excision, but there was evidently want of care in after-treatment. 
My own case was severe owing to the size of the cyst and to deep 
adhesions and vascular connections, yet the cyst was thoroughly 
extirpated. On that account I recommend extirpation even when 
the cyst is large. The disease which we have been considering is 
a nuisance to the patient, and that is why she seeks relief. A 


fistulous tract remaining aiter a ‘ 


‘minor”’ operation is a greater 
nuisance than the cyst itself. Hence the operation which gets rid 


of the cyst and leaves no fistula is the best. 
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November 7th, 1892. 
TUBAL MOLES. AND TUBAL ABORTIONS. 
By J. Buanp Sutton, F.R.C.S. 


In a paper read before the Roy. Med.-Chir. Soc., November 12th, 
1889, I drew attention to the fact that the ovum in a case of tubal 
pregnancy is hable, like the ovum in uterine pregnancy, to become 
converted into a mole (apoplectic ovum). Since that date my ob- 
servation has been abundantly confirmed in Germany, America, 
and England; indeed, the condition is now so well recognised that 
it seems almost superfluous for me to again direct attention to it. 
However, I feel it necessary to do so on account of the many 
opportunities I have enjoyed of studying the tubal mole since the 
original paper was published; also it is necessary to correct a few 
misconceptions. 

Tubal moles differ from uterine moles in several particulars; 
indeed the points of distinction are such as to enable us readily 
to tell one from the other. The uterine mole is more or less 
spherical; the amniotic cavity is of fair size, and occupies the 
centre of the mole. The embryo may or may not be present. 
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Sometimes it is represented merely by an ill-shaped mass pendu- 
lous at the end of the cord. Hven when the embryo can be recog- 
nised it is very misshapen and the umbilical cord is often 
cedematous (Fig. 1). A tubal mole in its early stage is spherical, 
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Fie. 1.—A typical uterine mole. 


but, after attaining the dimensions of a walnut, becomes ovoid 
(Fig 2). In the majority of cases the amniotic cavity occupies an 
excentric position; in consequence of this peculiarity the thin 
amnion is easily ruptured, and permits the escape of the embryo. 
This explains the difficulty of finding the embryo in many cases 
where the mole has been discharged through a rent in the wall of 
the tube or aborted through an unclosed ostium, accompanied, as 
the rule is in these cases, with free hemorrhage. The mole is 
easily found in the clot, but if the embryo has escaped from the 
amniotic cavity the chances are that it will not be recognised. It 
must not be imagined that because the embryo has not been found 
it has been dissolved by the peritoneum. On one occasion I col- 
lected all the blood and clot which I removed during an operation 
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five weeks after the rupture of a gravid tube, and disintegrated it 
by a gentle stream of water. In the course of this manoeuvre the 
embryo came to the surface, was promptly recognised, and caught. 
As is the case with uterine moles, the embryo sometimes dies very 
early, and the amniotic sac contains nothing but a small quantity 
of fluid. When the mole, on its escape from the tube, is discharged 
between the layers of the broad ligament it becomes so compressed 
that the embryo is found flattened out like a succulent flower 
firmly squeezed between the leaves of a heavy book. 





Umbilical Amnion. 
cord. 


Fria. 2.—A tubal mole in longitudinal section. (From a specimen in the 
possession of Dr. Walter.) 


There is rarely any difficulty in recognising a tubal mole. When 
an embryo is present there is no room for doubt. This is equally 
true when the mole contains an amniotic sac, though no embryo 
be present (Fig. 4). 

In hard firm clots in which the amniotic cavity is not recog- 
nisable, sections from the supposed mole must be prepared and 
examined with a microscope for chorionic villi. The presence of 
chorionic villi are as indicative of a mole as the presence of an 
embryo. These villi are such characteristic structures that they 
cannot be confounded with “ half-organised blood-clot,” as some 
writers have suggested. The use of such an expression implies 
ignorance of even the elementary facts of histology. When seen in 
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stained sections among blood-clot the villi are very striking objects, 
and in order to facilitate their recognition Fig. 3 has been prepared. 
They usually appear in sections as clusters of circular bodies ; ten 
or more in fortunate sections may be counted together. More 
frequently they occur in groups of three or four, and often a wide 
section of clot will be examined without finding more than two or 
three. Under a low power they present an external layer of 


CHORIONIC 
VILLI 





Fie¢. 3.—Chorionic villi from a tubal mole (magnified) embedded in blood- 
clot. 3B, Villi highly magnified. 


epithelial-like cells, the central space being occupied by cells of 
irregular shapes. When examined under a high power the limit- 
ing layer is seen to be formed of a perfectly regular row of cubical 
epithelium ; sometimes two rows of epithelium are present. 


It is of great importance to appreciate clearly the characters of 
4— 2, 
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a tubal mole, for the presence of a mole is decisive proof of preg- 
nancy. It must not be supposed that every blood-clot found in a. 
Fallopian tube is a mole. That blood and blood-clots are occasion- 
ally found in the Fallopian tube unconnected with pregnancy is 
beyond all dispute. Anyone who has taken the smallest interest. 
in the history of any branch of medicine must be aware that 
originally, many conditions which we now know to be distinct were 
formerly grouped together under a comprehensive term. It was 
customary to apply the term ‘“‘ hematosalpinx ” to accumulations 
of blood in the Fallopian tubes independently of their origin. The 
discovery of the tubal mole has furnished a criterion for the 
differentiation of gravid tubes. Formerly the majority of Fallo- 
pian tubes containing blood-clot were classed as examples of 
heematosalpinx, and an examination of museum specimens demon- 
strates this absolutely. or the sake of accuracy in the future it 
will be necessary to reserve the term “ hematosalpinx” for a 
non-gravid Fallopian tube distended with blood secondary to 
occlusion of the abdominal ostium. 

The consideration of the occlusion of the abdominal ostium of 
the tube brings me to the question of tubal abortion. The reten- 
tion of an impregnated ovum in the Fallopian tube leads to occlu- 
sion of the abdominal ostium, an event usually complete by the 
sixth, but often delayed to the eighth, week following impregna- 
tion. It is therefore a comparatively slow process. (When the 
ovum is lodged in the ampulla of the tube the ostium cannot 
close.) So long as the tubal ostium remains open the ovum is in 
constant jeopardy of being extruded through it into the peritoneal 
cavity, especially when the ovum lies near, or in, the ampulla of the 
tube. When an impregnated ovum is thus extruded from the tube 
into the general peritoneal cavity it is invariably in the condition 
of a mole, and the accident is always accompanied by hemor- 
rhage. The extrusion of a mole in this way is indicated by the 
term ‘tubal abortion.” Free hemorrhage may occur from a 
gravid tube and the mole be still retained in consequence of its 
attachment to the wall of the tube. Under such conditions the 
bleeding may be repeated; this is known as ‘incomplete tubal 
abortion.” Some of the most striking instances of recurrent 
hemorrhages from gravid tubes occur when the ovum is too large 
to pass through the ostium. There is a variety of dilated tube 
which resembles a wine jar (amphora) without handles, and the 
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ovum, though free to move about within the dilated portion 
of the tube, is as safely imprisoned as the wooden pea in a 
schoolboy’s whistle. In many of the specimens the mole remains 
united by a portion of its circumference to the tubal mucous 
membrane. 

A gravid tube may rupture and the mole slip into the peritoneal 
cavity through the unclosed ostium. The amount of blood which 
may escape in these cases is truly astonishing, as the following 
case will serve to show. 





Mary B , 27 years of age, married, mother of one child. She had 
menstruated regularly for five years. On June 20th, 1892, she was 
poorly as usual. July 20th, she had a slight brown discharge. August 
2nd, the patient, when out walking, was suddenly seized with severe 
cramp in the belly. August 4th, she was ill with abdominal pain and 
vomiting. The patient was under the care of Dr. J. J. Clarke, of 
Walthamstow, and on August 8th he found her collapsed, pale, pulse 
scarcely perceptible at wrist, sighing respiration, and the voice weak. I 
was summoned, and found her in the condition described above. Dr. 
Wise, of Walthamstow, was also present, and it was clear that the patient 
was suffering from severe internal hemorrhage. Abdominal section was 
performed without delay. On incising the parietes an enormous quantity 
of blood gushed out. The right uterine appendages were drawn out 
through the wound and the mole depicted in Fig. 4 was found among the 
fringes of the tube. The broad ligament was transfixed, tied, and the 
tube with the ovary cut away. The left ovary and tube appeared healthy 
and were, therefore, not interfered with. The effused blood was flushed 
out with warm water and the abdomen closed in the usual manner. On 
returning the patient to bed no pulse could be felt at the wrist and she 
was very cold. With the aid of hot bottles, brandy enemata, and small 
quantities of brandy by the mouth, the signs of collapse slowly passed 
off, and in fourteen days the patient was convalescent. 


The parts removed are depicted of natural size in Fig, 4. The 
ampulla of the tube is widely dilated and there is a small rent in 
its wall. 

When a Fallopian tube becomes gravid a decidua forms in the 
uterus, and this curious structure has a diagnostic value. The 
decidua is rarely retained until the completion of gestation, and 
thrown off during the false labour. Usually it is discharged 
during the early period of pregnancy, often in fragments, un- 
accompanied by pain, or it is expelled whole with symptoms of 
miscarriage. When a decidua is discharged whole it represents a 
cast of the uterine cavity. It is in shape pyramidal; the base 
corresponds to the fundus of the uterus, and at each angle there is 
an orifice corresponding to the uterine opening of each Fallopian 
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tube. The apex of the pyramid is occupied by a circular hole 
corresponding with the dilated internal orifice of the cervical 
canal. This is smooth and rounded, whilst the smaller orifices: 
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Fie. 4.—A gravid tube in which rupture occurred. The mole escaped 
through the unclosed ostium, and at the time of operation was lying among 
the fimbrise. 


corresponding to the uterine ends of the tubes are ragged. The 
exterior of the decidua is shaggy, the interior smooth and dotted 
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with many minute puncta representing the orifices of the uterine 
glands. (Fig. 5.) 





Fic. 5.—A uterine decidua formed in a case of tubal pregnancy, discharged 
at the end of the eighteenth week of gestation. 


The unnecessary formation of a decidua in the uterus when a 
tube is gravid, or in the cornu of a bicornuate uterus when the 
Opposite cornu is impregnated, is a curious illustration of the 
traditional way Nature does her work, and teaches a lesson some 
of us may well take to heart. There is little doubt that the 
majority of cases formerly classed as pelvic heematoceles are, in 
reality, the result of rupture or abortion of gravid tubes. The 
cases in which doubts arise are those in which women are 
seized with symptoms indicating internal hemorrhage; on open- 
ing the abdomen free blood is found, often in abundance; the 
tube is widely dilated, perhaps ruptured, and clots of blood hang 
about the fringes, yet no embryo or mole is detected. In some 
ot these cases a decidua is discharged from the uterus. These 
doubtful cases will become fewer as operators become familiar 
with the tubal mole. The mole is so different from ordinary clot 
that there should be little difficulty in SESE it, except in 
cases in which it is very small. 

The following is a summary of the views contained in this 


paper :— 
1. The transformation of a tubal ovum into a mole is beyond 


doubt. 


2. The majority of specimens described as examples of hemato-. 
salpinx are gravid tubes. 
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3. Rupture of a gravid tube and tubal abortion are the common 
causes of pelvic hematocele. 

4, Mesometric rupture of a gravid tube is a common cause of 
pelvic hematoma. 

5. Every clot of blood found in a Fallopian tube is ee a tubal 
mole. 


Since the discovery of the tubal mole, specimens of occluded 
Fallopian tubes filled with blood, independent of tubal pregnancy, 
are now found to be infrequent. In the last report of the Museum 
of the Royal College of Surgeons (1892), I notice a description of 
“An Unequivocal Example of Hematosalpinx.’”’ This is a fair 
indication of the revolution which has taken place in our knowledge 
of the early stages of tubal pregnancy. 


Dr. CULLINGWoRTH said that the obstetric physicians were always ready 
to recognise the excellent work done by Mr. Sutton in connection with 
their department, notwithstanding the hard things Mr. Sutton from time 
to time said of them. He happened to be present at the meeting of the 
Royal Medical and Chirurgical Society in 1889 when Mr. Sutton read the 
paper to which he had referred, on tubal moles, and he remembered sup- 
porting Mr. Sutton that evening in his contention that no case should be 
described as a tubal gestation unless undoubted evidence was forthcoming 
of the presence of fcetal structures, either embryo, or chorionic villi, or 
amniotic sac. After what had fallen from Mr. Sutton, and after an in- 
creased clinical experience of his own, he was not now prepared to take 
up quite so strong a position. The products of conception might be 
exceedingly minute and, especially if the ovum had been expelled into the 
peritoneal cavity, might be lost in the midst of a mass of blood-clot and 
escape detection. So that he did not agree with Mr. Sutton in thinking 
that the time had come for restricting the word hzmatosalpinx to ac- 
cumulations of blood in the Fallopian tube from causes other than tubal 
gestation. It would be wise to retain the name as denoting a Fallopian 
tube distended with blood from whatever cause. Until we could say with 
absolute certainty this is a case of tubal gestation whilst that is not, it 
would be better to retain a comprehensive term, which would cover both, 
and then give the varieties. If we define too minutely we shall go beyond 
our knowledge, and find ourselves in difficulties. He would like to ask 
Mr. Sutton if he was of opinion that, after the escape of an ovum through 
the abdominal ostium of the tube, the ostium might undergo further 
changes, and, becoming occluded, might close in upon the blood remaining 
in the tube. 

Dr. PETER Horrocks said that whilst a typical chorionic villus was 
easily distinguished from a typical blood-clot when both were submitted 
to microscopical examination, he confessed himself unable, sometimes, to 
be quite positive in atypical specimens, where alterations, ante or post 
_ mortem or both, had so changed the appearances as to quite spoil the usual 
characteristics. He mentioned a case in his own practice where he had 
with great difficulty and after making many different sections, come to 
the conclusion that it was really a product of gestation. He disagreed 
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entirely with the proposal that the term hematosalpinx should be 
limited to those cases where blood was found in the tube owing to some 
cause other than tubal gestation. He also objected to limiting it to 
cases where the blood was clotted and the tube sealed. He considered 
it best to define hematosalpinx as “blood in the Fallopian tube,” irre- 
spective of its origin or its condition, fluid or solid, liquid or clotted, or of 
the condition of the tube itself or its ostia. Blood in the tube, wherever 
it came from, was abnormal and so pathological. It would be most con- 
fusing to students if they were taught that hematosalpinx meant blood in 
the tube only wheri due to a particular cause. The different causes could 
easily be differentiated subsequently, but he could see no advantage what- 
ever in the proposal made to limit its meaning. He asked what was the 
source of the profuse hemorrhage in the cases mentioned by Mr. Bland 
Sutton, also, was it possible for chorionic villi to grow after the death of 
the embryo. He had reasons to believe this possible. 

Dr. Lewers wished to say a word or two as to the natural history of 
these cases of extra-uterine gestation. He believed that in many cases 
where the foetus died at an early period, complete recovery often took 
place without operation. Even when rupture had occurred, giving rise to 
pelvic hematocele, many of the cases did quite well under expectant 
treatment. He referred to a case of pelvic heematocele, due to rupture of 
an extra-uterine fcetation, that had been under his care at the London 
Hospital some six years ago, and where he removed the foetus through an 
incision into the posterior vaginal wall. This patient made a complete 
recovery, but he believed she would have recovered equally well without 
interference. At the same time he quite recognised that there was a class 
of cases requiring abdominal section, but it was often a difficult matter to 
distinguish between such cases and those that would do as well without 
it. Kvidence of the continued development of the gestation sac furnished 
a valuable indication. 

Dr. Heywoop Situ inquired of Mr. Sutton the exact source of the 
hemorrhage when large in amount. He supposed that the blood was 
usually poured out before the ovum reached the end of the tube. Did the 
blood come from the ruptured attachment of the ovum or from the rup- 
tured tube? He asked, also, as to the usual locality of adhesion of the 
ovum to the tube. He likewise desired to know in what cases one might 
expect tubal abortion and whether there was anything usually to account 
for it, such as an accident, a slip, a jerk, or the passing of hard feces, dis- 
lodging the ovum. 

Dr. Rournu quite believed that in most cases heematosalpinx, or tube 
moles, were the result of ectopic gestation. But he thought it was not 
always wise to trust only to the pathological appearances ; if you found 
remains of the foetus or chorionic villi well and good. But if not, it was 
not prudent to say it was necessarily not an ectopic gestation. He was 
surprised that the obstetricians present had not spoken of the preceding 
symptoms of pregnancy which must have existed in any ectopic gesta- 
tion, especially (and one case cited was a nine weeks’ pregnancy) the 
escape of decidua from the uterus, either whole or partial. These would 
help the diagnosis. He cited, however, one case of true heematosalpinx 
in confirmation. <A girl had retention of the menses, from absence of an 
os uteri. The uterus was reaching to the umbilicus. He punctured the 
uterus through the vagina, and subsequently injected the cavity, when 
voided, with iodine, the usual treacly fluid having escaped. She did very 
well for about four days, and then he, Dr. Routh, was sent for suddenly. 
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The girl had been sick, had felt something give way inside, was blanched 
and collapsed, &c. All the symptoms of a ruptured ectopic gestation 
were present. In those days he was not allowed to open the abdomen. 
She died. The post-mortem revealed a lengthened tube on the left side 
with two dilatations, one the size of a large walnut, the other somewhat 
smaller. Both ends of the tube were closed, nor was there any com- 
munication with the two dilatations, the tubes being impervious throughout. 
It was the larger dilatation that had given way and caused death, much 
blood having been lost. On the right side there was a smaller dilatation 
also, Here were marked symptoms of ruptured ectopic gestation and yet 
ony tubal heematocele, for she was a pure virgin and about 16 years old 
only. 

Dr. W. 8. A. GrirritH, while criticising some of the details of the 
paper, did so with the full recognition of the value of Mr. Sutton’s con- 
tributions to this subject, but ventured to think that pathologists were 
indebted to him for the name “tubal mole” rather than for their know- 
ledge of its occurrence. He agreed with those who objected to the proposed 
limitation to the term hematosalpinx, and whatever might be said against 
the abuse of definitions, their proper use was of the highest value. There 
was one form to which Mr. Sutton had not alluded, namely, that in which 
the tubal mucous membrane bled, apparently in connection with and at 
the same time as the uterine mucous membrane. Dr. Griffith had de- 
scribed these cases and demonstrated it in two specimens, and was of 
opinion that regurgitation from the uterine cavity, although supported 
by the opinion of Dr. Matthews Duncan, was exceedingly rare, if, indeed, 
it ever occurred, except as a result of atresia of the cervix, and in these 
cases there were special characters which distinguished them, the retained 
blood undergoing decomposition, and so having the character of blood re- 
tained in the vagina. Drs. Ballantyne and Williams, in their investiga- 
tions into the anatomy of the tube, had been able to demonstrate the 
mechanism of the closure of the fimbriated end more completely than 
Mr. Sutton had done. They showed that the ring referred to by him 
was the limit of the circular muscular fibres, while the longitudinal 
tibres were continued to the extremities of the principal fimbriz ; the 
obvious inference being that the fimbriz were drawn in under certain 
conditions by these fibres. Dr. Griffith objected to the common expres- 
sion “rupture” of the tube into the broad ligament, on the ground that 
under ordinary circumstances the process was one of invasion, passive 
and gradual, not sudden and instantaneous. Mr. Sutton was much given 
to criticising others for inaccuracies of fact and statement, and often very 
deservedly so, but he was by no means free from similar mistakes him- 
self. He had, in the course of the evening, drawn inferences which 
were of some importance if they were well founded, but the evidence on 
which he relied was founded on clinica! and other distinctions between 
pregnancies of the fourth, fifth, sixth, and seventh weeks. He would ask 
Mr. Sutton how he managed to obtain reliable distinctions. 

Mr. Surron, in reply, said that the main object of his paper was to give 
a careful account of these specimens so that others might be familiar with 
their external characteristics. After abortion or rupture of the tube the 
closure of the ostium would be deferred. He thought that the case 
related by Dr. Lewers was probably a hematoma produced by rupture of 
the gestation sac between the layers of the broad ligament. The dates of 
pregnancy he had given were approximate and were reckoned from the 
last period. He had examined a specimen of a well-formed mole in a 
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tube without rupture, and this had led him to modify his former belief on 
this subject. After the embryo died he felt sure there was no continued 
growth of the villi. 





November 21st, 1892. 


CONGENITAL SYPHILIS AS A CAUSE OF NERVOUS 
DISEASES IN CHILDREN. 


By W. B. Happen, M.D. Lond., F.R.C.P. 


Scanty as are the records of morbid anatomy, there is, neverthe- 
less, reason to believe that “nearly every variety of nervous 
affection of acquired syphilis has its parallel among congenital 
examples.”* But the question arises whether congenital syphilis 
is an important agent in the causation of such nervous disorders 
as infantile hemiplegia, cervical opisthotonos, and the clinical con- | 
ditions which are due to sclerosis of the convolutions. 

Hemiplegia.—Infantile hemiplegia is conveniently classified on 
clinical grounds into cases (a) having an acute onset, (b) having 
no definite onset. Many of the latter are, no doubt, due to 
meningeal hemorrhage occurring during labour; but this cause 
cannot always be invoked. In fifteen cases of this class I found 
evidence of congenital syphilis in the family or personal history 
in four or five instances, without any history of difficult labour. 
Hemiplegia with acute onset is particularly common under the 
age of 3 years, and although a certain number follow the acute 
specific fevers, the greater proportion arise without apparent 
cause. Hmbolism at this period of life may be practically ex- 
cluded. ‘There is reason to think that the lesion is usually either 
thrombosis or hemorrhage, so the inquiry resolves itself into the 
causation of arterial degeneration in young children. Patho- 


* “Svphilitic (Hereditary) Diseases of the Nervous System,” by Dr. Barlow 
and Dr. Judson Bury, ‘Dictionary of Psychological Medicine,’ edited by Dr. 
Hack Tuke, vol. ii, p. 1259. 
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logical investigations on the condition of the vessels in inherited 
syphilis are not numerous, but sufficient evidence has accumulated 
to show that arterial disease is not so uncommon as was formerly 
supposed.* JI have lately found marked arterial changes in an 
infant, aged 6 weeks, in whom there was advanced cirrhosis of the 
liver, with unmistakable evidences of congenital syphilis. 

There is considerable divergence of opinion among purely 
clinical observers as to the influence of congenital syphilis as a 
cause of infantile hemiplegia. Osler? ascribed only 1 case out of 
120 to syphilis; but it must be remembered that many of his 
observations were made years after the attack, when the evidences 
of syphilis were not readily to be made out. Abercrombie, whose 
investigations were made soon after the attack, ascribed 4 at least 
to syphilis, probably 6, out of a series of 50 cases;{ 2 cases only 
out of 83 analysed by Sachs and Peterson were -ascribed to in- 
herited syphilis.§ Marie, Fournier, Henoch, and Hutchinson 
evidently consider infantile hemiplegia as being rarely syphilitic. 
Clinical observations at hospitals devoted to children’s diseases 
appear to indicate that syphilis may have a more important 
etiological share than is generally allowed. Out of 25 cases of 
hemiplegia with acute onset, I found no history bearing on syphilis 
in 9; in 8 instances special inquiries were not made on this point ; 
in 5 there was a suspicion of syphilis, and in 6 the evidence was 
stronger; in 2 cases the children were certainly syphilitic. 


Casrz 1.—In a child, aged 9 years, there was ulceration of the palate 
and caries of the nasal bones, as well as iritis and keratitis. The patient 
had been taking mercury for three months, when epileptiform attacks 
occurred. At the end of six months, in spite of treatment by mercury, 
hemiplegia supervened, and the child subsequently became idiotic. 


Cask 2.—A boy, aged 10 years ; hemiplegia had occurred when he was 
1 year and 9 months old. He had interstitial keratitis and extensive 
choroidal atrophy. 





* See article already quoted by Dr. Barlow and Dr. Judson Bury; also cases 
by Dr. Barlow, and by Drs. Turner and Sutton, in vol. xxviii, ‘Trans. Path. 
Soe.’ 

t+ “The Cerebral Palsies of Young Children.” 

t “Clinical Lecture on Hemiplegia in Children,” ‘ Brit. Med. Jour.,’ June 
18th, 1887. 

§ “A Study of Cerebral Palsies of Early Life, based upon an Analysis of 
140 Cases,” ‘Journal of Nervous and Mental Disease,’ May, 1890. 
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Case 3.—Syphilis was suspected in a child, aged 14 months, who had 
two distinct attacks of hemiplegia. 


Case 4.—In another case, an idiotic child, probably syphilitic, was 
attacked suddenly with hemiplegia. 


CasE 5.—In another patient, hemiplegia occurred at the age of 7 years, 
and after the lapse of five years the limbs on the opposite side gradually 
became rigid, possibly from chronic meningitis or sclerosis of the con- 
volutions. 


Cerebral Sclerosis.—There is good evidence that sclerosis of the 
cerebral convolutions is sometimes due to inherited syphilis. In 
one case, in which there was slowly-increasing rigidity of the arms 
and legs, with mental impairment, in a child aged 2 years, I found 
marked sclerosis of the convolutions. In the notes it was simply 
stated that the child had suffered from snuffles and a rash on the 
buttocks in babyhood, but I found afterwards that the father had 
been under the treatment of one of my colleagues for syphilis 
before the birth of the child. 

Disseminated Sclerosis—Dr. Moncorvo has brought forward 
some evidence that disseminated sclerosis in the child may be 
syphilitic. In a case of this kind occurring in a boy, aged 8 years, 
a brother was brought to me with a typical syphilide. In two 
other cases of this disease I had reason to suspect syphilis. 

Idiocy.—The etiology of idiocy is too large a question for dis- 
cussion now, but I may briefly say that some non-congenital cases 
are indisputably of syphilitic origin. It is difficult, however, to 
determine the relative frequency of this cause. Sclerosis of the 
convolutions or extensive chronic meningitis is sometimes the 
underlying condition, and the mental defect may or may not be 
associated with rigidity of the extremities. 

Convulstons.—It is important to bear in mind that convulsions 
may indicate actual structural changes in the brain. Infantile 
eclampsia may be almost the sole indication of syphilis affecting the 
higher nervous centres, and it is a clinical fact that seizures of 
this kind will sometimes yield to mercury, when bromide of potas- 
sium and all other remedies have failed. 

Cervical Opisthotonos——In this condition the head is strongly 
retracted, and attempts to put it forward give rise to pain. The 
fontanelle is often bulged, and the sutures may widen out. 
Hydrocephalus, indeed, often supervenes. Paralysis of the cranial 
nerves and optic neuritis are not generally present. The active 
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symptoms, with partial or even complete remissions, may last for 
months. Sometimes death ensues at a comparatively early period, 
sometimes the patient lives to be hydrocephalic, sometimes 
recovery takes place. This condition is due to simple (non- 
tuberculous) meningitis, chiefly at the base, more especially 
affecting the membranes between the medulla and cerebellum. 
Sometimes there is spinal meningitis, particularly on the posterior 
surface. Cervical opisthotonos is sometimes associated with clear 
evidences of congenital syphilis, and a causal connection may 
reasonably be assumed, at any rate in some cases. The frequent 
coincidence of the two states can scarcely be fortuitous. It is 
curious, however, that mercury will sometimes be of little use in 
such cases. 


Dr. AtTHAUS expressed his regret at the absence of the President, 
Mr. Hutchinson, from the meeting, as he had done more than anyone else 
to facilitate the diagnosis of congenital syphilis in children, and as any 
remarks from him on the subject submitted to the Society would no 
doubt have been very valuable. In Dr. Althaus’s experience of syphilitic 
hemiplegia in children, this affection was usually, if not invariably, ac- 
companied by other symptoms pointing to the dyscrasia, such as scars, 
more especially about the lips, a peculiar malformation of the skull, a 
sallow complexion, imperfect development of the body altogether, intel- 
lectual torpor, sarcocele, &c., in addition to one or all of Hutchinson’s 
symptoms. Syphilitic hemiplegia was often preceded by epilepsy, which 
at first sight might appear to be idiopathic, but was, sooner or later, by the 
cropping up of additional symptoms, revealed to be of specific origin. 
Tn acquired syphilis of infants, hemiplegia appeared to be much rarer 
than in the congenital form of the disease. A persevering use of com- 
bined treatment by mercyry and large doses of iodide of potassium often 
gave very good results, while either of these agents employed singly was 
not nearly so useful. 

Mr. SuHeEmtp remarked that the deafness in syphilitic children was 
usually not due to otitis media, but a large majority of cases had com- 
plete nerve deafness caused by an effusion into the tissues of the 
labyrinth and auditory nerve. 

Dr. Les said that syphilis was, no doubt, a cause of disease to a 
much greater extent than it was possible actually to prove ; but, on the 
other hand, the question of coincidence must be considered ; and it did 
not follow that, because syphilis existed it was the cause of the symptoms 
actually present. In the cases of infantile hemiplegia which he had seen, 
he had rarely had reason to believe that they were due to syphilis. The 
same was true with regard to posterior basic meningitis, of which he and 
Dr. Barlow had seen a large number of instances, nearly | a hundred, 
with about thirty autopsies. No doubt some of these cases improved 
on mercury and iodide, but that could not be accepted as proof of their 
syphilitic origin. There were, however, some diseases of the nervous 
- system in early life which were undoubtedly syphilitic. Gummata on the 
cranial nerves were met with occasionally, and he related a case of tem- 
porary paralysis of the 6th and 7th nerves which had ,recovered on 
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mercury and iodide, and may possibly have been of this nature, though 
he could not discover any evidence of syphilis. He also narrated a case 
of gumma of the dura mater in a girl of 13, with tenderness of skull and 
left-sided convulsions, at present under his care at St. Mary’s Hospital. 
Sclerosis of the brain was also sometimes, unquestionably, due to syphilis, 
and an account was given of this condition in a boy recently under his 
care at the Hospital for Sick Children. 

Dr. Bartow said that he could recall about six cases of hemiplegia in 
congenital syphilis, in two of which necropsies were made. In one, a girl 
aged 9, who had been under observation for five years, there were all the 
signs of inherited syphilis; she had a convulsion, followed later by the 
development of hemiplegia, first on one side and then on the other ; and 
she, later, passed into a state of hebetude. There was found extensive 
and typical syphilitic disease of all the arteries of the circle of Willis, 
with marked sclerosis of both hemispheres. He said that the rule was 
to get generalisation of the disease all over the nervous system—first 
convulsions, local or general, then hemiplegia, perhaps spasm on one side 
and palsy on the other ; then choroiditis, interstitial keratitis, and, finally, 
idiocy. Such was the typical course of cerebro-spinal syphilis. The 
prognosis was always bad, though the symptoms might be relieved by 
icdide of potassium and mercury. The true basis of observation was 
morbid anatomy, and it should be remembered that every kind of lesion 
found in acquired syphilis was found also in the congenital affection, 
though the distribution was different. 

Dr. Water Carr said, that a condition so common as congenital 
syphilis was bound to occur rather frequently along with other diseases as 
a mere matter of coincidence, without there being any necessary relation 
of cause and effect, and, therefore, the fact that in a small percentage 
of cases of nervous diseases in children there was evidence of congenital 
syphilis, was very far from being any proof that the latter could, in 
any way, be considered as a factor in the causation. Speaking with 
especial reference to posterior basic meningitis, he said that, after ob- 
serving some half dozen cases, in none of which was there any evidence 
of syphilis, he was especially struck with the definite symptomatology of 
the disease, varying only in regard to acuteness or chronicity, and still 
more with the definite localisation of the pathological changes, notably 
with the invariable thickening of the pia mater between the cerebellum 
and medulla, and also at the tip of each temporo-sphenoidal lobe. He 
could not conceive that a condition so definite could be produced by 
several diverse causes, of which syphilis could certainly only be one occa- 
sionally ; and he could only believe that. there must be some one etio- 
logical factor—as definite as for tubercular meningitis—which had up to 
the present evaded our observation. 

Dr. WHEATON said that he was surprised that Dr. Hadden had come to 
the conclusion that hemiplegia in children was frequently due to syphilis 
He thought that the presence of any fixed and unchanging paralysis, such 
as hemiplegia, was against the diagnosis of syphilis, the nervous symp- 
toms due to which were generally of such a variable and changing 
character. It was possible that the cases recorded by Dr. Hadden, in 
which hemiplegia followed repeated attacks of localised convulsions, were 
examples of insular sclerosis affecting the cerebral cortex. The histories 
of these cases appeared to be typical of the latter disease, of which, how- 
ever, syphilis might be an important factor in the causation. He men- 
tioned a case in which a child, aged 3, was admitted into the hospital on 
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three separate occasions, suffering from unilateral convulsions followed by 
hemiplegia. The hemiplegia was temporary at first, but became perma 

nent later. At the autopsy, hard patches of sclerosis, resembling pieces 
of cartilage, were found scattered over the convolutions on both sides of 
the brain. The presence of caseous nodules in the cerebral cortex might 
also produce similar symptoms. Children were sometimes admitted into 
hospital for surgical operations, in whom all signs of nerve disease were 
absent, and after recovery from the anesthetic localised convulsions would 
occur, followed by paralysis. These convulsive attacks might recur again 
and again, and the patients might live for a long time afterwards. On 
post-mortem examination, hard, yellow nodules would be found in the 
cerebral cortex which could be proved to be tubercular on microscopical 
examination only. In many cases of syphilis in children, cerebral symp- 
toms were caused by ostitis or necrosis of the cranial bones. He described 
the case of a boy, aged 7, with undoubted hereditary syphilis, who suffered 
from squint, facial paralysis, and optic neuritis. These symptoms were fol- 
lowed by the development of a fluctuating swelling of the left eyelid, which 
was incised, and necrosis of the floor of the orbit found to exist. Com- 
plete recovery ultimately occurred. Gummata were not so rare in children 
as generally supposed, and he had a case of gumma of the tongue, ina 
child aged 3, under his care. 

Dr. Happen, in reply, said that he had no intention of discussing all 
the possible aspects of this question. He believed that intra-cranial 
gummata in children were rare. Dr. Barlow’s remarks bore out the sug- 
gestion that the case of double hemiplegia with two distinct attacks and 
the case of hemiplegia supervening in idiocy were of syphilitic origin. 
Pathological facts were wanted in order to clear up many of the points 
raised, and the discussion would not have been in vain if clinical and, 
more particularly pathological, inquiry into this subject should be stimu- 
lated. 





November 28th, 1892. 


ATHLETIC EXERCISES AS A CAUSE OF DISEASE OF 
THE HEART AND AORTA. 


By Wituiam Coxurer, M.D., F.R.C.P. 


I wis this evening to direct attention to the growing tendency 
on the part of young Englishmen to indnlge in certain athletic 
exercises to an extent which, I believe, must prove harmful. 
Fortunately for my purpose, medical writers in recent years have 
more fully recognised the part played by muscular effort in the 
production of heart disease than was formerly the case, and I am 
thereby enabled to bring forward strong collateral evidence in 
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support of my suggestion. One of the first English writers to 
recognise the connection between oft-repeated muscular effort and 
diseases of the heart was Dr. Peacock, who, in an interesting 
paper on the diseases of the Cornish miners, pointed out that 
these men were peculiarly liable to diseases of the heart and aorta, 
which he attributed to the great muscular strain necessitated by 
their work in wielding heavy hammers throughont the day, 
coupled with the fact that at the end of it they were exposed to 
an even greater strain, in being compelled to spend an additional 
hour in climbing almost vertical ladders, which was the only 
means they had of leaving the mines. He observed that their 
symptoms usually began to develop at about the age of 40, the 
most pronounced being slight dyspnoea and palpitation, which 
steadily increased in severity, so that at the end of another five 
years or more the majority of them were compelled to give up 
working in the mines; the pathological changes most fre- 
quently found were dilatation and hypertrophy of the ventricles, 
with, in a certain percentage of cases, incompetence of the aortic 
valves. 

In 1870 Dr. Cliford Allbutt published in the St. George’s 
Hospital Reports for that year a paper on the effects of overwork 
and strain on the heart and great blood-vessels; his experience 
was gained by observing the effects of long-continued muscular 
effort on the labourers in the forges, docks, and engineering works 
of Leeds. He showed that the constant strain thrown on the 
hearts of these men first produced dilatation of the chambers, 
followed by hypertrophy of their muscular walls. In badly fed 
and badly developed men dilatation was the most pronounced 
change, and often led to valvular incompetence early in the day; 
more frequently, however, dilatation was accompanied by hyper- 
trophy, and for a time all went well; it was, he insisted, the aorta 
that suffered in these cases, the blood from the hypertrophied 
heart was constantly thrown into the aorta with abnormal force, 
and this vessel, having no power to strengthen itself, gradually 
lost a certain amount of its elasticity, and became stretched and 
dilated; this change increased the capacity of the vessel and per- 
mitted a larger quantity of blood being thrown into it at each 
contraction of the ventricle; in order to force it onwards the heart 
was compelled to beat with increased power. So, little by little, 
the distension was increased, until the day arrived when incom- 
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petence was set up, either by stretching of the orifice from dilata- 
tion of the vessel, or from the inability of the valves to support 
the column of blood above them. In addition to the above, 
atheromatous changes were often set up and aided in establishing 
valvular incompetence. It is important to note that Dr. Allbutt 
expressly states that these changes were, as a rule, very gradual, 
as the symptoms they induced were not sufficiently marked to 
make the sufferers seek medical aid until they had attained the 
age of 40 or upwards. In addition to the authorities I have men- 
tioned, many writers in recent years connected with the Army 
Medical Department have dealt with strain as a cause of heart 
disease, but as they attribute the strain not so much to muscular 
work as to the tight clothing soldiers are compelled to wear, or to 
the nature of their drill, I shall not allude to their papers. I find, 
however, that Dr. Da Costa, of Pennsylvania, in 1871, published an 
interesting paper in the ‘ American Journal of Medical Sciences,’ 
on “Irritable Heart,” in which he asserts that dilatation and 
hypertrophy, accompanied by dyspneea, palpitation, and pain over 
the cardiac region were frequently induced among the American 
soldiers by repeated long marches, and that in many instances the 
symptoms persisted in spite of all treatment, and rendered the 
men permanently unfit for service. Apparently the same kind of 
changes are brought about in the lower animals by precisely the 
same causes, for, in reply to enquiries | have made, Mr. George 
Fleming, the eminent authority on all veterinary subjects, tells me 
that hypertrophy of the heart and diseases of the aorta occur with 
especial frequency in racehorses, hunters, greyhounds, and fox- 
hounds; all animals in which great muscular efforts are frequently 
repeated. You will some of you remember that at death the heart 
of the celebrated greyhound “‘ Master McGrath” was found to be 
enormously hypertrophied, and Mr. Fleming records the fact that 
the heart of the celebrated racehorse ‘“‘ Helenus ” weighed 154 lbs., 
instead of about 9, lbs., the normal weight. In short, ample 
evidence exists which points to the conclusion that frequently 
repeated muscular effort is a potent agent in the production of 
heart disease. I shall now endeavour to show that bicycling and 
long-distance running are by many in the present day indulged in 
to an extent which is extremely likely to bring about the changes 
in the heart and blood-vessels referred to above. Twenty years 
ago the late Dr. Morgan, of Manchester, made an exhaustive 
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enquiry into the after-health of the competitors of the Oxford and 
Cambridge boat-races from the year 1829 to 1869; so thorough 
was his enquiry that he was able to obtain the personal experience 
of 251 out of 255 of the oarsmen who were still living, and, after 
carefully weighing all the evidence brought before him, the con- 
clusion he formed was, that the vast majority of these oarsmen 
were benefited rather than injured by their exertions, that as 
regards heart disease there was little appreciable difference in the 
mortality from this cause among University oars and that which 
prevailed among other classes of men at a corresponding period of 
life. Itis well to remember that Dr. Morgan was dealing with a 
picked number of men, exceptionally well developed, the majority 
of whom had undergone a medical examination to determine their 
fitness for the struggle, and who only competed after a prolonged 
and careful training. There is one other point which is of even 
more importance; it is that the number of contests these men 
engaged in during the year was comparatively small. In addition 
to the inter-University race, they would probably row in their 
college races during the May term, and some of them at Henley a 
month or two later. Dr. Clifford Allbutt, to whose paper I have 
already referred, extended his enquiries to the Universities, and 
tells us that Drs. Acland and Rolleston at Oxford, and Drs. Paget 
and Humphry at Cambridge, were strongly of opinion that diseases 
of the heart, as consequences of rowing and other sports, were very 
rare. Professor Humphry believed that this immunity was in a 
large measure due to the good food the undergraduates enjoyed, 
compared with the food of those classes to which reference has 
been made. I think it will be generally admitted that physicians 
resident in the Universities would not be, and are not, likely to 
see much of the evils produced by over-exertion, inasmuch as the 
changes are slowly induced and symptoms not likely to become 
troublesome till years after the injury has been inflicted and the 
men have gone down. Lxperience teaches us that sudden and 
violent injuries to the heart, such as rupture of a valve, the 
establishment of a leakage of the valves, during athletic competi- 
tions are extremely rare. Both Dr. Peacock and Dr. Allbutt 
expressly state that their patients did not usually seek medical 
advice until they were 40 or upwards; the opinions, too, of the 
physicians whose names I have mentioned were chiefly based on 
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had not become popular forms of exercise at the time they 
wrote. I believe, too, that rowing men expose themselves to 
less risk than do the long-distance runners and bicyclists, chiefly 
because rowing men are not tempted to repeat their racing efforts 
with anything like the same frequency as are the runners and 
bicyclists. 

It is in the frequent repetition of severe muscular effort that the 
danger lies. Let me remind you that it is within comparatively 
recent years that annual athletic gatherings have been established 
in most of the large provincial towns and many of the small ones. 
In order to make these gatherings attractive, the custom has 
grown up of offering prizes of considerable value to all comers, 
and, to induce each competitor to do his best, the open races are 
all carefully handicapped, the best runners having to give their 
weaker brethren often very long starts. The value of the prizes 
has been sufficient to create a class of athletes who make running 
almost a profession, and who travel all over the country, compet- 
ing in these long-distance races on an average once or twice a-week 
all through the season, perhaps six months in the year. But of 
all forms of athletic exercises, the greatest danger lies in bicycling. 
This form of athletics is still in its infancy, some of the first 
recorded races taking place at the Crystal Palace in 1869. Since 
then they have become extremely popular with the public, and, as 
a consequence, the number of race meetings proportionately fre- 
quent. One inducement to competitors has been the very valuable 
prizes offered and the long starts given to inferior men; another, 
the unhealthy notoriety attending these competitions. 

The successful cyclist finds his smallest achievements chronicled 
in not one, but many, of the sporting papers, and, as his friends 
echo the applause of the press, in time he learns to regard him- 
self as a public hero, and to consider his success on the path of 
more importance than his business or profession. The result is 
that we find a large number of men riding on an average one 
or two hard races a-week all through the season. From a careful 
examination I have made of some of the records of prominent 
riders, I have no hesitation in saying they will be found to ride in 
from thirty to forty races at least during the year. 

In addition to path racing, an unfortunate craze has risen of 
riding long distances against time, largely fostered by the 
notoriety given to it by the press. Every large club has its 
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record for the 100 miles, and this distance is a favourite one with 
them for their annual road race. Some time since I witnessed the 
start for one of these races, in which from fifteen to twenty candi- 
dates took part, many of whom were small chested, badly developed, 
badly nourished men, who must have derived injury rather than 
benefit from so severe a race. Every aspirant to honours in long- 
distance riding in the present day must try one or other of the 
long-distance rides against time, such as from London to York, 
196 miles, London to Edinburgh, 397, London to Brighton and 
back, or what is known as the end-to-end ride, that is from Land’s 
End to John-o’-Groats, a distance of 861 miles. It was con- 
sidered a remarkable performance when, in 1874, the late Hon. 
Keith Falconer covered the distance in 12 days, but since then 
innumerable attempts have been made to shorten the time, and 
with such success that in recent times the whole distance has been 
covered in something under 4 days. One of the most persistent 
riders of this journey was Mr. G. P. Mills, who, in 1886, completed 
his ride in 5 days and 1 hour, spending only 6 hours in sleep; 
a month later he rode a tricycle over the course in 5 days 
10 hours. In 1891 he attempted to lower his own record, and to 
do without sleep altogether; in spite of bad weather his efforts 
were successful, as he covered the distance in 4 days 11 hours, 
and had it not been for the fact that when but half-a-dozen 
miles from home he was accidentally thrown from his machine, 
and on reaching the ground fell at once into such a deep sleep that 
his friends were unable to rouse him, he would have reduced this 
time by several hours. This year the journey has been compieted 
in 3 days 23 hours. In addition to these rides, a spirited rivalry 
has for many years past been carried on among prominent riders, 
stimulated to a large extent by the bicycle manufacturers for 
advertising purposes, as to the greatest number of miles that 
can be ridden in the 12 or 24 hours. In 1890 three members of 
one club, in one of these contests, succeeded in covering upwards 
of 300 miles in the 24 hours, and this season the distance has 
been increased to 413 odd. If now we accept the teaching of 
Dr. Clifford Allbutt, Dr. Peacock, and others, we must conclude 
that the excessive indulgence in running and bicycling, which 
T have shown to exist, is a serious source of danger; for although 
the muscular strain is not as continuous as was in the cases 
referred to by either Dr. Peacock or Dr. Allbutt, it is for the time 
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being much greater. It is truethat Iam unable to bring forward 
a number of striking cases to support my contention, for even 
if the athletic exercises indulged in at the Universities are a 
cause of injury, we should not expect the symptoms to develop 
until years after the men had gone down, but I am inclined to 
think that as a body University men suffer much less than others, 
and for these reasons, the majority of them are men who through- 
out life have enjoyed exceptional advantages: well nourished and 
well cared for from their earliest childhood, they have spent some 
hours daily in muscular exercise of one sort or another. But this 
is not the case with all athletes; in the large towns numbers of 
them enter business at an early age, and spend the greater 
portion of the day in the close atmosphere of the office, their time 
for training is limited to the early mornings and evenings, under 
such conditions they are far more likely to suffer than their more 
fortunate brethren. We must remember, too, that, with few 
exceptions, University athletes take long periods of rest between 
their contests, four or five weeks of training will be followed 
by five or six of rest; the men to whom I have specially referred 
are in training six months of the year, and racing once or twice 
a-week during this period. 

Although I am unable, as I confess, to cite cases of marked 
injury to the heart and aorta as the result of athletics, I have 
had ample opportunity at Oxford during the past few years of 
observing the early changes in the heart induced by them. I am 
constantly consulted by undergraduates in all stages of their 
University career as to their fitness for rowing, running, or foot- 
ball, or because they have experienced symptoms which have made: 
them uneasy about their hearts. In a few instances the symptoms 
complained of have pointed to rapid dilatation of the right ven- 
tricle, the patients seeking advice on account of attacks of giddi- 
ness, palpitation, and dyspnoea on exertion, all the physical signs 
pointing toa dilated right ventricle, but almost invariably such 
patients were badly developed, narrow-chested, weakly men. The 
most characteristic and most uniform, and the most unmistakable 
change I have found is that of hypertrophy of the left ventricle. 
The undergraduate who has gone in enthusiastically for athletics 
at school, and has continued them at the University, will have his 
apex beat almost to a certainty markedly displaced downwards and 
to the left, there will be distinct accentuation of the second sound. 
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over the aortic area, and the pulse will be characteristically slow 
and strong, pulse rate nearer 60 than 70. Such a man will at 
times consult me, because after a severe race he has been troubled 
with a constant dull pain over the cardiac region, and a feeling as 
though his heart was being compressed, and that there was not 
room enough for it in the thorax. No doubt this hypertrophy is 
accompanied by a certain amount of dilatation of the ventricle. 
Side by side with it we find distinct evidence of emphysema 
of the lungs. In fact, I believe that hypertrophy and emphysema, 
by enabling the blood to become re-oxygenated with greater 
rapidity, is for the time being a great advantage to the athlete, out 
we can easily understand how such a powerful heart, if stimulated 
too frequently by great muscular efforts will gradually produce 
stretching and dilatation of the aorta, so clearly described by 
Dr. Clifford Allbutt. Athletes, with their dilated hypertrophied 
hearts, run another risk, I think. Many of them, after several 
years of hard athletic work, suddenly give it up and lead sedentary 
lives, only indulging in hard exercise at long intervals during 
their summer vacation, and it is on these occasions that they incur 
the risk of bringing about rapid dilatation of the ventricles, for 
during their long periods of rest, while the cavities remain dilated, 
the hypertrophied walls undergo a certain amount of atrophy, 
oerow weaker, consequently when the extra strain suddenly falls 
on them, they are unable to cope with it. I believe this will 
explain the fact that often a man who was a great athlete in his 
youth, in middle life is not able to hold his own in athletic exer- 
cises (such as walking, and especially mountaineering) with 
friends he could easily surpass in his younger days. 

Living, as I have done, for the greater part of my life in one or 
other of the University towns, no one could be more impressed 
than I am with the value of athletics, if carried on within the 
bounds of prudence. As I believe these bounds have been largely 
exceeded in recent years, | am particularly anxious this evening 
to elicit the opinion of others who have better opportunity than 
I have of confirming or disproving the fears I have expressed, and 
especially I am anxious to learn whether the marked enlargement 
of the hearts of athletes to which I have referred is to be regarded 
as a morbid condition or not. 


Dr. Sansom remarked that no symptoms of circulatory disturbance 
could be observed in many athletes, who, nevertheless, showed evidence 
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of hypertrophy of the left ventricle. In coming to a conclusion whether 
this hypertrophy was to be regarded as physiological or pathological, the 
muscular development of the subject must be taken into consideration ; 
when a large muscular system was associated with a large heart he was 
disposed to regard the condition as normal. He had, however, examined 
athletes who showed signs of dilatation of the right heart, while in others 
there was evidence of disturbance of cardiac innervation. He had seen 
a number of cases of tachycardia which were to be directly attributed 
to over-strain from racing on cycles against time. The condition might 
last for years, and structural disease of the heart might supervene. Under 
certain circumstances the delicate cardiac endothelium might develop a 
distinct endocarditis as the result of over-strain. 

Staff-Surgeon Preston, R.N., remarked that his experience was corro- 
borative of the statements made by Dr. Collier, and he showed how that, 
by the introduction of mastless vessels into the Royal Navy, and by the 
substitution of hydraulic and steam powers for the hand-working of 
heavy guns, cardiac diseases had considerably diminished amongst the 
men serving afloat. There was, he continued, no form of athletic exercise 
so severe as sail-drill, and at no period of a seaman’s life was his circulat- 
ory system more severely taxed than when drilling aloft in time-competi- 
tion with other vessels. That such emulation was physically injurious 
had been admitted by the executive, and was now forbidden, with the 
results that the ratio per 1,000 of admissions to the sick list for diseases of 
the circulatory system had been reduced from 7:94 during the ten years 
1875-1884 to 5°8 during the period 1885-1891 ; the latter period marking 
the introduction of mastless vessels and hydraulic gun-power. The re- 
ductions in the invaliding and death ratios had been equally satisfactory. 
Systematic gymnastic exercises, under medical supervision, had recently 
been introduced in H.M. Navy with admirable results, but no undue 
strain upon the heart or great vessels was permitted ; while boys, under 
training as oarsmen, were carefully watched, and under no circumstances 
allowed to overtax their growing frames. The conditions under which 
the land forces of the Royal Marines undergo physical instruction were 
also commented upon and compared with those existing in the Royal 
Navy. It was shown that no change has taken place in the ratios of men 
under treatment for diseases of the circulatory system for many years, the 
strain upon the system remaining unaltered as far as the official routine of 
drilis, gymnasium, and marchings was concerned. Staff-Surgeon Preston 
also remarked that, in his opinion, men who were the subjects of acquired 
constitutional syphilis were wholly unfitted to stand the strain of athletic 
exercises, the specific poison having already weakened the reserve power 
of the heart and predisposed the aorta to dilatation. 

Brigade-Surgeon Hamiuton said that aneurysm had become rarer 
among soldiers of late years, but since the introduction of quick man- 
ceuvres the “ irritable heart” had become far more common ; it had also 
been produced in the cavalry by riding without stirrups. He regarded a 
man with secondary syphilis as practically incapacitated from service. 
Functional disorganisation of the heart was also materially contributed to 
by the abuse of tobacco and alcohol. 

The Presipent did not take such a gloomy view as to the results of 
syphilis. For treatment he much preferred small doses of mercury, which 
was much superior to prolonged administration of iodide of potassium, 
which undoubtedly had a most depressing effect on the muscular system. 

Dr. Couuige, in reply, said, with reference to the influence of syphilis 
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he was not in a position to speak, as the undergraduates of Oxford did 
not often expose themselves to the risk of contracting that disease. He 
wished to emphasise what he had said with reference to the changes 
which took place in the heart when athletic exercises were abandoned, 
which rendered that organ unable to cope with sudden strain. 


PILES: THE IMPORTANCE OF RECOGNISING THE 
VARIETIES AS DETERMINING THE SELECTION 
OF TREATMENT. 


By Herpert Auiiyeuam, F.R.C.S. 


Iv is with no slight trepidation that I venture to bring such a 
simple subject before this Society to-night. JI am, however, 
induced to do so from observing that there appears to be in the 
minds of some a great confusion about this malady, there being no 
distinct appreciation of the varieties of piles and the varieties of 
treatment which are required under different conditions. For 
instance, it is absolutely absurd to think that all piles can be 
cured by physic, and it is equally absurd to hold that all piles 
require the knife to effect a cure. In order that medicine and 
surgery should play their proper part in these affections, it is most 
desirable to bear in mind the varietics of piles and the different 
constitutions of the patients. I do not intend here to enter into 
any minute anatomy of piles, but to discuss them purely according 
to their clinical conditions. 

Careful examination is always most necessary, for it is con- 
stantly said a patient has hemorrhoids when, as a matter of fact, 
he is suffering from pruritus ani, fissure or ulcer, polypus, or even 
a blind internal fistula, &c. All these I have seen mistaken for 
piles, and, obviously, to treat these complaints as piles is utterly 
useless. 

Piles may be classified as follows :— 


External. 
Internal. 
Externo-internal. 


A thorough appreciation of these conditions is needed before 
deciding whether medicine or ointments will be sufficient to cure 
or whether surgery is to be called into use. 
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Heternal piles, strictly speaking, are of two kinds— 

1st. A small piece of loose skin which may become inflamed and 
even suppurate. 

2nd. A small varicose vein which, in hke manner, may become 
inflamed or suppurate. 

An attack of external piles arises from inflammation of the tabs 
of skin or from the varicose vein becoming thrombosed. ‘This 
state of things may be started by constipation, not sufficient 
exercise, or even too much exercise, excessive drinking or eating, 
and many other causes. All that is requisite when this is the case 
is to correct the irregularity, give medicine to relieve any conges- 
tion of the liver, and apply to the anus some soothing ointment or 
lotion. Should the pain be great and the little tabs or thromboid 
veins commence to suppurate, they may be freely incised or even 
cut away. ‘This, however, is seldom necessary, for these inflamed 
external piles rarely suppurate, and with laxatives, local sedatives, 
and rest are cured in a few days. 

Internal piles, for practical purposes, should be divided into 
venous, arterial, and capillary. This division will probably be 
disputed, for many people, from reasons based on minute ana- 
tomical researches, deny the existence of these varieties. Still, for 
practical purposes, and after all that is the most important point, 
these conditions exist and must be taken into account. 

Venous piles are, as a rule, large bluish tumours which prolapse 
at stool, and in advanced, cases, when the sphincter becomes 
relaxed, may come down any time; they bleed occasionally, some- 
times very freely. This variety is, no doubt, caused by some 
stagnation of the venous systems brought about by constipation, 
by excessive drinking or eating, by certain cardiac or pulmonary 
diseases, or by any intra-pelvic pressure. ‘This class, in the early 
stages may be greatly relieved, in fact, frequently cured, by judi- 
cious medical treatment, viz., by laxatives, regulations in diet and 
drink. But it must be borne in mind that if these piles have 
existed long and the veins have been strained, and so _per- 
manently dilated beyond recovery, an operation is the only mode 
of effecting a cure. In this stage drugs are useless, 1f not even 
harmful. 

_ Arterial piles are more generally found in the young adult, and 
are not, so far as can be made out, due to any portal congestion or 
other irregularities. They may be, and no doubt often are, 
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hereditary. They are in the majority of instances smaller than 
the venous variety, and are reddish in hue. They do not, as a 
rule, prolapse so much as the venous kind, but they often bleed at 
stool, at times very profusely. From the number of cases I have 
had the opportunity of watching at St. Mark’s Hospital, I am of 
opinion that in the treatment of this variety little or no good is to 
be gained from physic, an operation being the only method of 
permanently ridding the sufferer of the trouble. 

The capillary pile, if it may be so-called a pile, is a rarer condition. 
In this class of cases, there are not any definite tumours, but only 
vascular areas, which are very slightly, if at all, raised above the 
mucous membrane. These are almost neevoid in character. There 
is no assignable cause for this variety. There is very free bleed- 
ing at times, but little other trouble. Cessation of bleeding may 
be obtained by astringent ointments, but should this treatment 
fail after a fair trial an operation is then necessary. 

An externo-internal pile, as the name denotes, is an internal pile 
merging into an external one. On examining a patient so affected 
nothing is to be seen except the external pile, but on gently 
pulling upon this an internal pile will slip down and become 
exposed, the external one running into and becoming directly 
continuous with the internal one. This state of things may be 
aggravated by constipation, &c., and any physic that relieves this 
will improve the condition of the pile. However, no absolute cure 
will be made without an operation. 

All these varieties of internal piles, with the exception of the 
capillary, may become prolapsed and inflamed, and even suppurate. 
When this is the case a mild laxative should be given, and some 
warmth or sedative ointment should be apphed until the inflam- 
mation has subsided. This protrusion and inflammation, with 
possible suppuration, is Nature’s attempt at cure, but being, as a 
rule, a very feeble and imperfect one, an operation later on is 
required to complete the cure. 

External piles are generally cured by medicine, and proper 
unguents or lotions. Various internal piles, if the patients have 
not had them too long, may be cured by medicine, &c. Capillary 
piles may be cured by astringents applied. In bad or old-standing 
cases of venous piles, external piles, capillary piles not giving 
way to astringents, and the externo-internal piles, operation is 
necessary. 
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Having decided an operation is requisite, a choice must be made 
between the various methods which may be employed. 

They need not all be enumerated, as many of them are obsolete. 

Those worthy of mention are— 


Ligature with incision. 
Crushing. 

Clamp and cautery. 
Excision. 


Ligature with Incision.—Briefly, this is as follows :—The pile is 
drawn down by a vulsellum, and is separated with scissors from 
the muscular and submucous tissues upon which it rests. The 
incision is made at the junction of the skin with the mucous mem- 
brane, and is carried up the bowel, so that the pile is left con- 
nected by vessels and mucous membrane only. A strong silk 
hgature is then tied as tightly as possible at the neck of the pile, 
and great care is required in tying all the knots that are made, as 
many as three being desirable. The ligatured pile is then 
returned within the sphincters. The pile is not to be transfixed by 
the ligature, that is quite unnecessary. 

Crushing consists in drawing the pile by means of a hook with a 
powerful screw crusher, which is tightly screwed up, and the 
distal portion of the pile then cut off. The crusher should be 
applied on the longitudinal surface of the bowel, and should be left 
on about two minutes. The power exerted is very great, and com- 
pletely crushes the vessels in the stump, thus preventing bleeding 
after its removal. 

Clamp and Oautery—The pile is drawn into a clamp, the distal 
portion is cut off, and the stump within the clamp is cauterized 
until all the vessels are thoroughly seared. 

Excision.—The pile is seized, and is then cut off at its base with 
scissors, any bleeding vessels being secured. 

I must state without reserve that ligature with incision is the 
best of all operations: it is the one that has been practised at St. 
Mark’s Hospital for many years, and has always proved superior 
to other methods. It is the quickest to perform, little blood is lost 
at the operation. There is little or no fear of secondary hemor- 
rhage. It is certainly the safest in all cases of very bad piles, or 
when the patient is excessively anemic, or when it has been 
necessary to operate in those affected with visceral or arterial 
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disease, and, again, it is the safest when the patients have to be 
left some distance from medical aid. 

Crushing, in my opinion, is the next best method, in that, as a 
rule, there is less pain following the operation, and the patients 
vet well more speedily than after the ligature, there being no 
sloughs to come away. This operation should be performed in 
healthy subjects when the piles are not very large or vascular, and 
are rather pendunculated. It is more applicable in women where 
the bowel can be commanded by the finger in the vagina, should 
there be any vessels bleeding at the operation. 

Clamp and Cautery.—The two former operations presenting such 
advantages, there is nothing to be gained from the use of the 
clamp and cautery, which is a barbarous proceeding. There are 
many points against it. It is certainly more painful than the | 
above methods. Itis at least six times more fatal. There is more 
likelihood of secondary hemorrhage when the burnt sloughs 
separate. There is a greater tendency to contraction after the 
operation, since a burnt scar is more hable to contract than any 
other one. 

Excision of Piles is one of the oldest operations, and is useful in 
simple cases, or where there is but one pile. This leads me to 
Mr. Whitehead’s operation, which is merely an elaboration cf the 
simple excision method. Mr. Whitehead holds the theory that 
there may be a pile area in the rectum, and infers that because a 
patient has three or four piles in the rectum, all the lower end of the 
gut is diseased and should be removed. It might as well be argued 
that because a patient has a nevus in his mouth all the mucous 
membrane of that cavity should be excised. I have seen many 
patients after Whitehead’s operation, and have observed that con- 
traction is a common after-result, and so, too, is ulceration. There 
are other disadvantages: a large amount of blood is lost at the 
operation, almost as much, indeed, as when the rectum is excised 
for malignant disease. The operation, instead of taking at most 
ten minutes, genererally occupies about three-quarters of an hour 
to complete. 

Tf piles are properly removed by ligature, &c., there is no likeli- 
lood of their ever returning. We sometimes hear of cases in 
which piles are said to recur: that simply means that in the first 
instance they have not been thoroughly removed. 

There are certain points to be considered which depend less 
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upon the variety of piles than on the patient’s age and position in 
life. | 

We might take the case of an old and wealthy man, to whom 
loss of time is of no importance. Say, in addition to his piles, he 
has some visceral complaint. It might be wise for him not to run 
even the smallest risk of any operation, however slight it might 
be, but rather to resign himself to a course of perpetual treatment 
by drugs, to rest after each action of the bowels, and to daily use 
injections. Hven in a case like this, abstention from operative 
treatment would be altogether wrong if the piles bled badly. 

Far stronger are the reasons for operative measures in another 
typical instance. The patient is young, and his piles prolapse. 
Taking drugs and local treatment may benefit him for a time, but 
do not cure him. What will be the result if he continues to take 
medicine, lies down for an hour or so, and has to administer an 
injection to himself after every action of the bowels, to say 
nothing to having to apply ointments and lotions daily. He will 
soon become a confirmed invalid. The strongest possible protest 
must be made against such a course of treatment and its conse- 
quences. The only sound and honest course to pursue is to advise 
the removal of the piles once and for all, if the operation is 
thoroughly done. The patient will then be restored to a natural 
state of life, and be freed from the dangers of becoming vale- 
tudinarian. 

To return to the general principle of this paper, the high im- 
portance of distinctly appreciating the particular kind of pile from 
which the patient is suffering. 

In some varieties which I have mentioned medical treatment is 
sufficient to cure, and should certainly be employed. For the 
other varieties it is absolutely futile to a continuance of such 
treatment in lieu of a resort to operation, and is unjust to the 
patient from every point of view. 


The PresipEent said that his experience confirmed his preference for 
Salmon’s operation. He always thoroughly dilated the sphincter ani so 
as to obviate pain after operation. 

Mr. Swinrorp Epwarps said that he could not agree with the author’s 
remarks concerning the treatment of external piles. For his part he con- 
sidered that some small operation was generally to be recommended, 
such as, in cases of thrombic piles, a simple incision for the purpose of 
turning out the clot, and, for loose tags of skin, simple removal with 
scissors. It was most important for the patient to be rid of these external 
piles, as they were often the starting point of a small fistula, and pruritus 
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ani not infrequently resulted from them, or was, at least, kept up by them. 
With regard to the three classes of internal piles, although he (Mr. 
Edwards) recognised the varieties described by Mr. Allingham, he con- 
sidered that the particular treatment to be adopted should rather depend 
upon the symptoms to which they gave rise, than upon their anatomical 
appearance. Aga preliminary to all operative interference, he strongly 
advocated a thorough forcible dilatation of the anus. The usual 
operation practised by himself was that of ligature, or what is gene- 
rally known as Salmon’s operation. In this operation great care 
should be taken, if the ligated piles are cut off (a proceeding aban- 
doned_ by himself) to leave a sufficient long stump, or the hgature 
may slip and give rise to very serious recurrent hemorrhage. All 
small bleeding vessels in the outer side of the incision should be 
secured, or they may occasion considerable bleeding into the rectum after 
the parts have been returned. The method of crushing is perhaps the 
best where time is of great importance: two of his cases having left 
England for abroad eight days after the crushing apparently well, more- 
over no wound could then be seen or felt in the bowel. In conclusion, 
he said that the treatment by injection of carbolic acid was not known 
perhaps so widely as it might be. He had a pretty large experience of it, 
having thus treated 120 cases. Its advantages are that no confinement to 
bed and no anesthetic is necessary. The patient commences to improve 
immediately after the first injection, and is able to attend to his business 
during the whole period of treatment. 

Mr. BipwEtu spoke in favour of Whitehead’s operation. He considered 
it a more surgical proceeding than the other methods. He saw no reason 
why, with antiseptic precautions, the same principles of treatment should 
not be applied to the rectum as to other parts of the body, where varicose 
veins, &c., are. excised, and the resulting wound stitched up. He was 
sure that there was much less pain after a Whitehead’s operation than 
after any of the other methods; in fact, a gentleman who had been 
operated upon, five years previously, by the clamp and cautery, was much 
impressed by the comparative painlessness after a Whitehead’s operation, 
which had to be performed this year, on account of a recurrence of his 
piles. The loss of blood is not considerable, and the operation should not 
last longer than thirty minutes. 

Dr. Sotomon Smita asked whether it wonld not be possible to extend the 
domain of medical treatment, and, by the adoption of the simple procedure 
of dilating the anus, bring within its boundaries many cases which 
otherwise would have to submit to the more severe operative measures. 
In a disease like hemorrhoids, some cases of which were so severe as 
clearly to necessitate operation, while others were perfectly amenable to 
simple medicinal and dietetic treatment, it was obvious that a borderland 
must exist, and that cases must occur in which the question of operation 
might be somewhat doubtful. It was worth consideration then whether 
some of these cases might not be brought well within the reach of simple 
treatment by that same stretching of the anus which seemed to be used 
as a preliminary to all forms of operation. By this process rest was 
secured to the part, and that spasmodic contraction of the muscle was 
prevented which was not only provocative of much of the pain of piles, but 
was one of the main causes of their congestion by preventing the return 
of blood from them. In many cases piles were perfectly innocuous for 
long periods of time, and, although many severe cases required radical 
operation, it would probably be found that in a considerable number of 
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instances, even when painful and bleeding, they could be brought back 
to that harmless condition, in which a very little simple treatment kept 
their owners in perfect comfort, by the process of stretching the sphincter, 
a proceeding which, he believed, was being used by some surgeons for that 
very purpose. 
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CHOLERA, ITS EPIDEMIC PROGRESSION AND 
CAUSATION. 


By Brigade-Surgeon-Colonel J. B. Hamitron, M.D. 


Tue first great difficulty that strikes the investigator when he 
comes to consider the subject of cholera, is the number of theories, 
each conflicting with the other, and each put forward confidently 
and with dogmatic assertion, and, no doubt from the standpoint of 
the various writers, in perfect good faith as to their correctness. 

Kach local observer necessarily receives different impressions in 
accordance with the facts that come under his observation, and 
thus we have several theories, each of them conflicting with the 
other, and each strenuously upheld by its advocates. 

Again, we have the statistician surveying the facts connected 
with the various outbreaks from a central office, comparing 
manifold observations as regards numbers, dates of attack, and 
progression, and from these data working out the relation of one 
epidemic to another, till he has indications sufficient to map out the 
laws that appear to indicate the progressive steps of the disease. 

This is especially the case in India, and, no doubt, had anything 
like unanimity prevailed among the recorders of cholera as_it 
appears in that country, much greater weight would have been 
given to their writings and reports. 

Unfortunately, exactly the opposite is the case, and it is impos- 
sible to consult the numerous authors of books on cholera without 
at once becoming aware of the great diversity of views held by 
different writers. 

This fact has, I am convinced, gone a long way to discredit 
Indian opinion on the subject, and we, who have spent many years 
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in the midst of the disease are not, as we ought to be, regarded as 
reliable authorities on the subject. 

In fact, there is rather an impatience shown by the profession 
at home against Indian medical officers when they attempt to put 
forward their views, chiefly, I believe, for the above reasons. 

My object in reading this paper is to attempt to show that no 
theory hitherto propounded will cover all the ground of epidemic 
cholera, and that in every case the explanation given falls short 
in some material particular. 

The theories usually put forward to explain outbreaks of cholera 
are mainly three, viz. :— 

1. Propagation by drinking water, food, &c.,into which the poison 
has entered. 

2. Human intercourse. 

3. Conveyance of the disease by the air. 

We have now added the so-called vibrio, or cholera bacillus, 
which has latterly taken possession of most European authorities, 
and against which it is almost a heresy to say a word. 

Before I proceed further, there is one point worthy of considera- 
tion, viz., whether cholera as seen in Asia is identical in every re- 
spect with cholera as observed in Hurope? I think I am correct 
in saying that all writers and observers agree in considering cholera 
identical from a clinical and pathological point of view, both in India 
and Europe, so that the only questions to be settled are, is the 
epidemic progression the same, that is, are the influences that 
spread the disease similar in both countries, and are the actual 
causes of individual infection identical ? 

No doubt the climate of Europe is vastly different from that of 
India. Still we see the disease in both countries prevalent at the 
same season, viz., in summer, that it dies out as winter advances, and 
that warm damp weather is generally favourable to its develop- 
ment. 

We also observe outbreaks of cholera occurring along certain 
well-defined lines, and becoming localised in certain towns and 
tracts of country; also that the disease is most intense and fatal 
in the commencement of an epidemic, gradually becoming less 
virulent till most of the later cases recover. (This fact accounts 
for the number of the so-called specifics which are vaunted by various 
persons, but which when tried in the commencement of the next 
epidemic fail signally.) We also see that as a rule cholera does 
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not retrograde or work backwards, though here and there recrude- 
scences or revivifications occur, exactly as they do in the Hast; 
in fact, the behaviour of cholera as an advancing epidemic seems 
to be the same both in Asia and Europe. Having said so much, 
let me now briefly glance at the so-called theories put forward by 
various authorities. 

First, the water theory, with which, of course, is associated the 
introduction of poison in food, &c. 

This view seems to be the one most generally adopted, no doubt 
in consequence of the discovery of the vibrio or bacillus, which 
seems to be very generally accepted (I submit on insufficient proof) 
as the exciting cause of the disease. 

A well-known writer ina late number of the ‘ Nineteenth Century 
Review,’ in a paper on cholera, commences by saying, “ Cholera is 
a filth disease carried by dirty people to dirty places,” and then 
goes on to show that polluted water is the chief, indeed almost the 
only, cause of cholera epidemics. 

In support of this, he adduces the outbreak in Hast London in 
1866, caused, he asserts, through the accident of a broken pump 
and filter bed out of order, in consequence of which the water of 
the Lee, polluted by a cholera-stricken family, was distributed 
direct, unfiltered, through the mains. 

Admitting for the sake of argument that the water of the Lee 
was so polluted, and was the actual cause of the outbreak, I would 
ask if it can be truly contended that the want of filtration had any 
appreciable effect ? 

For my own part, { am a total disbeliever in filters, at all events 
as generally used, and in India we have frequently found water 
that has been passed through filter beds and then through the 
Government filters to be far more impure than that taken direct 
from the well. 

Anyhow, I beg to doubt the efficacy of the rough filtration in 
use by water companies in removing a bacillus so minute as that 
of the cholera vibrio. 

No bacteriologist would expect to sterilise a fluid by means of 
any ordinary filter of commerce, much less by means of the common 
filter beds used by water companies. 

Before I leave this part of the subject, I would lke to draw 
attention to a most valuable paper on the “ Purification of Drink- 
ing Water by Alum,” by the State Geologist of New Jersey, pub- 
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lished in 1884. I feel convinced that such a system, if brought 
into general use in this country, viz., precipitating the organic 
matter by adding 24 grains of alum to a gallon of water, and then 
- passing it through filtering paper, or cotton, would be infinitely 
more reliable than the use of ordinary filters, besides being far 
cheaper. 

To revert to the paper in the ‘Nineteenth Century,’ I would 
ask if it is not rather illogical to first assert that cholera is a filth 
disease, spread by dirty people, and then to show that the cleanest 
people, living under the best sanitary conditions in other respects, 
may be attacked wholesale if their water supply is polluted by 
cholera dejecta. 

I am not, I regret to say, a bacteriologist, but I have, within 
the past few days, consulted one of the most eminent authorities 
in London, Dr. Crookshank, of King’s College, and he assures me 
that it has never yet been proved that bacilli have caused or pro- 
pagated any disease except anthrax, tuberculosis, actinomycosis, and 
certain septic diseases. 

He further informed me that zymotic diseases (except, perhaps, 
enteric fever, and that is doubtful) have not been traced to a 
bacillus, or that these diseases can be propagated by means of | 
bacilli. 

Koch declared that he had proved the comma bacillus to be the 
cause of cholera in India, but Peffenkofer, Klein, and Surgeon- 
Major D. D. Cuningham have asserted, after full consideration of 
the facts and examination of the water on which Koch based his 
theory, that cholera was not caused by the comma bacillus. They 
showed that in an outbreak in Calcutta the inhabitants of certain 
houses who drank only the pure and wholesome water supplied by 
the water works suffered severely, while the villagers lving close 
by, on the banks of a filthy tank, the water of which they drank, 
escaped completely, though the water in question teemed with the 
cholera bacilli of Koch. 

Other similar instances were shown of native communities freely 
using the tank water in which Koch discovered the dreaded 
bacillus who escaped without a single case of cholera during the 
whole year. 

Itis stated by numerous sanitary authorities that there has been a 
marked and notable decrease of cholera in Calcutta and other places 
after the introduction of a pure water supply. Surely this is only 
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what might have been expected, and is it not the same everywhere ?’ 
Introduce pure water and the public health improves. Impure 
water not only induces general ill-health in a population, and in-- 
creases its receptivity of diseases, but it also induces diarrhoea, 
dysentery, and other bowel affections, the very conditions most 
favourable to an attack of cholera. I trust I may not here be taker 
as decrying in any way the great value of a pure and wholesome 
water supply; quite the contrary, I look on it as the greatest 
factor in the health of any community, but at the same time I 
think we should not accord to water an undue influence as a cause 
of cholera, lest we should be tempted to overlook other equally 
vital factors. 

The case of Fort Wilham, Calcutta, is also frequently quoted 
as an instance of the value of a pure water supply, and Mr. Mac- 
namara in his work alludes to the improved condition of the health 
of the garrison as being due to that cause. 

Mr. Macnamara shows that, while from 1826 to 1864 the average 
annual mortality among the British troops was 20 per 1,000, after 
the introduction of a pure tank supply in 1863 the mortality fell 
to 1 per 1,000. 

I have consulted official documents on this point and find that 
from 1863 to 1872 the mortality was 19 for the decade, out of an 
average strength of 900, or 2 per 1,000 per annum, roughly. 

In 1872 or 1873, the pipe water was introduced, and in the next 
decade the mortality fell to 10, or 1 per 1,000, while in the last ten 
years the mortality was 16, or, roughly, 1°5 per 1,000. 

Now, this would be a highly satisfactory improvement if it could 
be all attributed to the water supply, but during the period under 
review the general sanitation was immensely improved. New 
palatial barracks were completed, the dry earth system was intro- 
duced and perfected, and, most important of all, on the appearance 
of cholera in the Fort, it is at once vacated and the troops are 
placed under canvas. 

Surely some, if not much, of the improvement may be attributed 
to these changes. 

However, here is a remarkable fact: in 1871 this pipe water was 
used in the Great Alipore Jail for the first time, and its consump- 
tion was followed by an outbreak of cholera among the prisoners, 
which caused a mortality equal to that of the seven previous years 
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Surely we might as well lay to the door of the pipe water supply 
the increased mortality in the jail as the improvement in the health 
of the troops! We know that one would be false, may not the 
other be also ? 

The history of the epidemic progression in cholera in the Bengal 
Presidency of India is very uniform, and, starting from the Delta 
of the Ganges, which is regarded as its chief endemic area, it in- 
variably makes its way in a N.W. direction, corresponding with 
one branch of the monsoon current, or in a N.E. direction towards 
Assam with the other branch, or in both directions simultaneously. 

It is most important to note that both these directions of 
advance are against the currents of the Ganges and Bramaputra 
respectively. 

Put in the shortest possible way, “‘ cholera is ever present or 
endemic in Lower Bengal. Heavy rainfall swamping the low- 
lying endemic area extinguishes cholera there, and with the 
monsoon current the disease advances up the valleys of the 
Ganges or Bramaputra, or both.” 

Now this fact certainly tells against the theory of propagation 
‘by water, and would incline us to regard the air, plus heat and 
moisture, as being the chief factor in progression. 

To show the difficulties that beset the investigator, | may here 
quote an instance given by Mr. Macnamara where cholera made 
its way to Bombay from the Hast of India towards the end of the 
rains in 1849, in spite of the’S.W. monsoon which blew during 
the week with a force equivalent to a velocity of 15 miles an hour, 
in a direction contrary to that in which the cholera advanced. 
These are the pitfalls which beset the steps of the investigator, 
and upset all theories. 

We see cholera thus advancing in Bengal in a N.W. direction 
(I will at present disregard the N.H. current), dying down in the 
winter, and again breaking out and resuming its upward course as 
the weather gets warm, the outbreaks culminating during the 
monsoon. This is what took place during the great epidemic of 
1878-79. An overflow from the endemic area occurred in July, 
and advanced rapidly to Oudh, causing great mortality. During 
the winter it subsided,* but reappeared in the summer of 1879, 
and then the epidemic swept over the Punjab and right into 


* A few cases indicative of its advance occurring in the Punjab. 
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Cabul through the Khyber, carrying off tens of thousands of 
natives and many Huropeans. 

Here it is worthy of remark that while the epidemic was raging 
in the North-West Province and Oudh in 1878, the railways ran 
daily into the Punjab carrying numbers of natives from the in- 
fected districts into those that up to that time remained free, and 
though numerous cases occurred in the trains, and many were 
attacked and died far up in the Punjab, the disease never became: 
epidemic there during 1878, and, in fact, refused to break out in 
the uninvaded districts. 

Next year, when cholera was raging in the Punjab, in a similar 
way many people suffering from the disease were carried south by 
the railway to the country which had been swept by the epidemic 
in 1878; again it refused to break out in the districts that had 
suffered during the previous year. 

Thus we see cholera advancing against the flow of the rivers,. 
and actually refusing to ignite in uninvaded districts, or break out 
again in the country over which it had passed the previous year, 
though the bacillus Gf there be one) must have been sown broad- 
cast over the area. 

To consider next the case of the Hurdwur fair. Taking Hurd- 
wur as a centre, it will be evident that the pilgrims flock to it 
from every point of the compass, and that when the fair is over 
they return to their homes over the same routes, but these 
piugrims do not carry cholera with them in every direction. 

If cholera has been epidemic at the fair, the Punjab has been 
invaded, and those travelling north and north-west carry the 
disease with them to their very villages, but those travelling 
south only suffer for a few days, limited, apparently, to the period 
of incubation. In other words, those who have been infected at 
the fair develop the disease no matter in what direction they 
travel, but whereas those proceeding south lose the disease after 
about a week’s march, those travelling upwards continue to- 
suffer, and apparently spread the disease among the population up 
to the furthest limits of the Empire. 

When it is asked why cholera does not retrograde, the answer 
usually given is, that all who were susceptible have been attacked. 
This seems to me to be a singularly weak argument, and not at all 
borne out by the usual conduct of the disease. 
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I ask how.is this susceptibility to be determined, and how can 
we show who are, and who are not, susceptible ? 

In small-pox we know that the unprotected are susceptible. 

In enteric fever we know that the young are most liable to be 
attacked. 

The children of consumptive parents are more likely than others 
to suffer from tubercle ; but in cholera we see no such indications 
of susceptibility. 

In an outbreak of cholera we see the strongest and the weakest 
suffer equally, the temperance man and the drunkard, the healthy 
woman and the delicate child, the old man and the baby in arms. 
We also see the disease sweeping down one side of a street, or 
attacking the end of a barrack room; and in India we frequently 
observe that the inhabitants of particular barracks, even certain 
beds in certain rooms, are attacked out of all proportion to others 
in successive epidemics. 

The only persons particularly susceptible in my experience are 
those suffering from looseness of the bowels, though it is often a 
subject of remark that fear seems to have a strong predisposing 
influence. 

I consider there is no immunity, and no particular suscepti- 
bility, and, further, that one attack gives no protection against a 
second. 

Reverting to the common idea of infection by water, 1 may 
quote some instances that came under my immediate observation, 
per contra. In 1870 I sailed in a hired transport from Calcutta 
with invalids round the Cape. About eight days after we sailed 
there was a well-marked case of cholera among the men. The 
ship was fumigated, and there were no further cases. The man 
attacked had come down by train from Upper India, which was 
free from cholera, and as far as humanly seemed possible was not 
exposed to infection before going on board. 

We had a water supply taken from the Hoogly, and we drank 
this water for the rest of the voyage. 

Again, when in charge of a hospital ship during the Burmese 
War of 1866, cholera broke out on board after we had been a week 
at sea, and we had six cases and two deaths. Suffice it to say I 
landed the troops, while we fumigated the ship and threw over- 
board every article that could possibly have been contaminated ; we 
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had not another case! In this instance our water was distilled 
from the deep sea off an uninhabited coast, and we had not a drop 
of shore water on board. 

In another instance, in the autumn of 1890, cholera had been 
raging in the native city of Lucknow, which hes about 3 miles to 
the west and windward of the infantry barracks. 

It next attacked the jail, lying between the city and the 
barracks, and then, skipping clean over the barracks, it broke out 
among the enteric fever patients in a detached block. 

I telescoped the ordinary sick in the next block, and transferred 
the enteric patients who had not been attacked to the end of this 
building. 

Next day the disease again appeared among the same body; the 
ordinary sick were again closed up, and the remainder of the 
enteric cases moved on. 

A third time the disease appeared among this body, and, finally, 
the few survivors were put into tents a few yards outside the 
hospital wards. 

The disease then ceased, but the survivors nearly died from the 
heat in the tents, the fear of which had prevented my putting 
them under canvas before. 

Now what could water have had to say to this outbreak P 

In the first place, these patients got no water but lime water 
that had been in bottles in stock for weeks, and if by any possi- 
bility and against orders they did get water, it was the same water 
that every one else in the hospital had, taken from one well. The 
Kuropesn orderlies, eleven in number, and about an equal number 
of native servants, employed in the enteric fever block, who did 
all drink water, escaped entirely, and not a single person was 
attacked in the rest of the hospital, barracks, or regimental 
lines. 

It might be said the milk or food supply was the cause, but 
here there seemed even less probability, as the milk was taken 
from cows milked under strict supervision, and it, as well as the 
rest of the food, was common to all in the hospital. 

I may here say that the supply of potable water for the Euro- 
pean barracks is remarkably good, and no pains are spared to 
keep it pure and free from pollution. 

Certain wells are selected, the water is carefully analysed by 
experts, and, if found pure, the selected wells are covered in, only 
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a tube through which the water is pumped being allowed to enter 
them. 

The water is then passed through a filter bed, and finally 
through Macnamara’s filters. Yet, with all these precautions, it 
not infrequently happens that cholera attacks the Huropean 
barracks, while the filthy native bazaar close by, with its water 
supply resembling liquid sewage, and contaminated in every possi- 
ble way, escapes without a case. 

I had written so far of this paper when the account of Petten- 
kofer’s experiments on himself, and also of those of Professor 
Hmmerlich, appeared in the ‘ British Medical Journal.’ As will be 
remembered, these gentlemen, having first neutralised the gastric 
juice with bicarbonate of soda, each swallowed a cubic centimetre 
of fresh bacillus cultivation, with the result that after two days 
they were attacked by colic and diarrhea, though otherwise feel- 
ing perfectly well. 

I would here draw attention to the remark that both these 
Professors are stated to have suffered from colic. Now, it is an 
admitted fact that the premonitory diarrhoea of cholera is a pain- 
less diarrhoea, and in this lies its great danger. 

This fact goes a long way to prove that neither had an attack of 
Asiatic cholera in any form, though it is quite possible that the 
mulliards of bacilli made themselves very unpleasant before they 
were finally got rid of. 

Similar experiments have been carried out in India with the 
same results, and this fact seems proved, viz., that the comma 
bacillus alone is not capable of producing cholera in a healthy 
person, even when that person is specially prepared by having the 
gastric juice neutralised, wnless there is some other factor present in 
addition. 

Whether the vibrio or comma bacillus is a factor in producing 
an attack of cholera seems to be still an undecided question, 
though the evidence appears to bear out the statement that it is 
always present in the dejecta. 

Admitting that the bacillus is a factor, and the evidence seems 
to show it is, that it is not the only factor I am convinced, but 
what the other factor or factors may be is still hidden from us. 

For the general public the theory of a bacillus may suflice, and 
it should be our duty to show them how to prevent the multiplica- 
tion of this factor by sanitation and attention to the public health, 
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but for the profession of medicine to rest satisfied with our present 
knowledge would be contrary to all our best traditions. 

We are, so to speak, on the track, and perhaps Pettenkofer’s 
equation is closer to the truth than has been generally admitted. 
As you know, Pettenkofer says that “«#” represents a specific 
germ disseminated by human intercourse, that “ y” 
dependent on time and place, and ‘z”’ 
sition. 


is a factor 
is the individual predispo- 


The “y’ seems to be the difficulty, and whether or not it is 
some peculiar condition of the atmosphere, which seems possible, 
we have yet to discover. 

In the present state of our knowledge it would be absurd to 
assert that polluted water, food, &c., can have no influence in 
causing outbreaks of cholera. At the same time I am convinced 
that water in which the vibrio or comma bacillus is present will 
not of itself alone cause cholera. There is a “ something,” an 
“entity ”—what it is I know not—that must be present in addition ; 
in short, there must be this influence, in addition to polluted water 
or food, to cause an attack. This may seem to bean empirical state- 
ment, but I know it is a view held by many observers in common 
with myself, and is indeed almost identical with Pettenkofer’s 
equation. 

IT must next briefly allude to “human intercourse,” which has 
been adopted by many writers on the subject as a creed. 

First, what are we to understand by ‘human intercourse ’” 
causing cholera P 

If it is infection from the sick to the healthy, it is certainly 
incorrect, for if one thing more than another has been proved 
regarding cholera, it is its non-infectious or contagious nature, so 
far as the words infection and contagion are generally understood. 

Personally I can state that I have never seen cholera break out 
among attendants, though of course now and then it happens that 
they are attacked, but not out of proportion to the rest of the 
population. : 

In one great epidemic in India, of which careful records on this 
subject were kept, it would appear from the returns that the 
safest places to reside in were the wards of cholera hospitals. 

- On the other hand, there is much evidence of communicability 
from man to man under certain conditions. 

It has frequently happened that troops when moved into camp 
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carry cholera along with them, and so well is this understood, 
that they are always broken up into as small bodies as possible, 
and the camps are moved at right angles to the wind on the occur- 
rence of fresh cases. 

Even under these circumstances we see cholera cleaving to a 
body of men and troops, even conveying it with them by train, 
while the villages near which they encamp, and from which they 
obtain their water supply, may remain free. In fact, it would 
appear as if a body of men carried about with them some in- 
fective material which keeps the disease alive notwithstanding all 
precautions. 

A very remarkable instance of what was looked on as ‘‘ human 
intercourse’’ occurred at Allahabad last year. I was P.M.O. of 
the district, and am able confidently to state that up to the morn- 
ing of the 18th of May there was not a single suspicious case 
among the Huropean troops, not even one of diarrhcea. At 7 A.M. 
on that date cholera broke out in the S8.W.B.’s (24th Regiment), 
and, to make a long story short, in four days we had altogether, 
out of some 800 men, 53 cases and 32 deaths. 

There was absolutely no insanitary reason for the outbreak: the 
barracks, water supply, and food all being in perfect order. I 
may also mention that the prisoners in the cells were the most 
severely attacked of all, and several died, while not a single person 
in, or connected with, the hospital was affected. 

I at once had the regiment moved out into camp by rail 40 miles 
off, and placed under canvas on a bare plain on which cholera 
camps are always pitched, as the site has been singularly healthy. 
The heat was terrific, 1L0—115° in the tents, yet there was not a 
case of sunstroke. 

During the first 24 hours after going into camp there were 
9 cases, in the next 24 hours 5 cases, and on the third day 3 cases, 
but after that the outbreak ceased. 

This would seem to prove that the period of incubation is 
limited to three or four days, as almost certainly these men were 
infected in barracks. 

I may mention that a battery of Royal Artillery occupying the 
same lines was sent into camp as a precaution, and had not a single 
case. 

Now, what was the cause of this outbreak? It was confined to 
the regiment, and the native troops and civil population escaped 
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at the time, though the regimental bazaar and servants of the 
corps left behind suffered severely. 

We knew that cholera was epidemic across the Ganges a few 
miles off, and the natives from the villages in that district came in 
daily, carrying fruit, vegetables, grain, &c., for sale. The road lay 
through the men’s barracks, and no doubt some fruit was 
purchased from the villagers by them. This, of course, was at 
once set down as the cause of the outbreak, ‘“‘ human intercourse ”’ 
and “infected articles of food.” 

I, however, traced these people to their daily destination, and 
found that they passed on into the native city of Allahabad, which, 
hke all native cities, was in a very insanitary state. These 
villagers sold their fruit, vegetables, and grain to the residents, 
spent the best part of the day in the bazaars, used the latrines as 
a matter of course, drew water from the wells* with their brass 
lotahs and cotton strings, the same, remember, that they used in 
their infected villages, and yet the inhabitants of the native city 
remained absolutely free, and even when cholera did appear, two 
or three months later, the outbreak was not severe. 

Instances like this could be quoted indefinitely, and this it is 
that causes such confusion among theorists ; each seeks to fit the 
facts into his peculiar views, and when they tell against him they 
are ignored or minimised. 

I must allude briefly to the last theory, viz., that cholera is 
propagated and conveyed by the air. All of you are familar with 
the arguments on this point, how ships at sea have been attacked, 
how the monsoon current carries the disease with it, and so on. 
Any number of statements have been brought forward to bear on 
this point, but when they are closely looked into, we find fallacies 
on all sides. 

A very remarkable instance of cholera being (presumably) 
carried by air occurred at Subathoo and Kasauli, two hill stations 
near Simla, a few years ago. Subathoo is 4,250 feet above the 
sea, Kasauli is 6,300 feet high; the stations are 17 miles apart as 
the crow flies, and separated by deep valleys. 

The population of the intervening country was free from cholera, 
as also were the bazaars and barracks, yet on the same day, the 
12th September, after a heavy fall of rain, cholera broke out on 
the top of each hill simultaneously, lasted for three days, and 


* The new water supply had not then been brought in. 
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ceased on the same day, the 15th, after which there were no 
further attacks. 

Ihave merely quoted this instance to show how arguments in 
favour of any theory can be adduced, and what extraordinary 
paradoxes are encountered in tracing out epidemic cholera. So 
far as we at present know, cholera appears to be an “ infectious 
disease,” not indeed in the manner the ordinary term infection 
indicates, as illustrated by small-pox or scarlet fever, but it may 
be defined as a disease caused by the reception from without of a 
specific infective material, into previously healthy bodies, under 
some special influence, possibly of the atmosphere, and that this 
material so introduced acts as a poison. 

We see in India that you cannot light up an epidemic in an un- 
invaded district, and that, though cases of cholera are constantly 
being carried by the train into countries free from the disease, it 
does not, therefore, become epidemic; in fact, that the epidemic 
progression is quite a separate matter. 

Acknowledging, then, that we have much yet to learn of the 
cause of cholera, what advice are we in a position to give as the 
result of what we do know ? 

First, as to quarantine. Quarantine may be summed up as im- 
practicable, useless, and vexatious. At the same time no precau- 
tions should be omitted at all ports to examine ships entering, 
and, in the event of cholera having been on board, the vessel 
should be disinfected, the sick removed to properly isolated hos- 
pitals, and the crew kept apart for at least ten days subsequent to 
the appearance of the last case. 

The provision of properly equipped cholera wards as near as 
possible to infected localities is, of course, most necessary; but 
more important, again, should be provision for evacuating infected 
houses and localities. 

Here our Indian experience teaches the immense importance of 
at once evacuating all infected buildings; and this is, to my mind, 
an even more Jmportant step than removing those who have been 
attacked to hospital. 

My arrangements as regards the troops in London are briefly 
these. In each barrack a large tent is stored, and, should a case 
of cholera occur, no matter at what hour, the barrack-room is to 
be vacated, and the patient removed to the tent. 

If any further cases occur, the troops from that barrack will at 
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once go out into camp and remain under canvas till the epidemic 
ceases. 

Of course such a proceeding would not be possible with a large 
civil population, but, as far as practicable, evacuation of infected 
buildings should be adopted. 

For fumigation, I consider the simple plan of closing all aper- 
tures and burning sulphur freely to be the best and cheapest. 

As a disinfectant of dejecta, and to use in sewers, closets, 
latrines, &c., the crude sulphate of iron in powder is about the 
simplest and most valuable. 

The use of dangerous poisons, such as corrosive sublimate (as 
lately advocated), by inexperienced persons is much to be depre- 
eated, and would probably cause unpleasant results from careless 
handling. 

As regards the treatment of the disease, I need say little, but 
will merely remark that, so far as drugs are concerned, the only 
time they can possibly be of any value is during the premonitory 
diarrhoea. 

IT have no hesitation in saying, that a very large proportion of 
cases that would, without treatment, pass on to cholera, may be 
checked during the premonitory stage if taken in time. 

The great danger of this premonitory diarrhoea is its usually 
painless nature, and persons suffering from it frequently disregard 
it till too late. 

If cases detected in the early stage are at once placed in the re- 
cumbent position and given a full dose of opium combined with an 
acid astringent, many of them may be checked and will not pass 
into the algide condition. 

Here I may remark that purgatives, especially saline purgatives, 
should never be taken during cholera epidemics, and also that 
the treatment of cholera by castor oil, as so highly advocated, is 
dangerous in the extreme. Should the disease pass on to the con- 
dition of true Asiatic cholera, I would point out how utterly 
useless, if not actually injurious, are all drugs given internally. 

When a person is suffering from cholera in the algide stage all 
the symptoms are caused by the fact that the serum of the blood 
is draining away through the intestines, and that the patient 
practically bleeds to death. 

In this condition of what possible value can drugs or stimulants 
given internally be ? 
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Not only are they of no value, but, if not got rid of by purging 
or vomiting and reaction sets in, they may, by being absorbed, 
cause the death of the patient. When, therefore, a case of cholera 
has fully developed, no drugs should be given by the mouth. 
External frictions, heat to the surface and extremities, and hypo- 
dermic injections may be of benefit, but by the mouth nothing 
should be given but ice to suck or soda water to quench the in- 
tolerable thirst. Then, should happily reaction set in, the patient 
is in the best possible condition for recovery, and the secondary 
fever and suppression of urine may be treated on common-sense 
lines. 

As you are aware, the injection of saline fluids into the circula- 
tion has been frequently tried, but generally with small perma- 
nent benefit; the reason of this I believe is the destruction that 
has been caused to the red corpuscles by the deprivation of serum 
and the want of oxygen, which reduces the blood of a cholera 
patient to a dark tarry consistence. 

It occurred to me some time ago that it might be possible to 
save life in the algide stage of cholera by substituting the blood 
of an animal, whose corpuscles nearest correspond to those of 
human blood, for the tarry unoxygenated fluid that is unable on 
mechanical grounds to circulate through the lungs and capillary 
vessels of a cholera patient. 

I am told that of domestic animals the goat nearest approaches 
these conditions, and my idea, crude no doubt, is to perform direct 
transfusion from the animal to the patient, using the heart of the 
animal as the vis a tergo. 

Briefly, by means of an elastic tube and two glass nozzles, I 
would propose to connect the carotid of the animal with a vein in 
the arm of the patient. At the same time I would open a vein in 
the other arm of the man, and even one in each leg, to allow of the 
exit of the unoxygenated blood. 

The details of such an operation would be very simple, and if 
the animal were prepared in another room, and the tube passed 
through an aperture in a screen, the patient need know nothing 
of it. 

Such an experiment as this would, I submit, be perfectly justifi- 
able in cases that were evidently hopeless and in eatremis, and if 
any benefit was apparent it would be an encouragement to try it 
in an earlier stage. 
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No doubt some of those present here to-night will express their 
opinion on the possibility of saving life by such means, and should, 
unhappily, epidemic cholera appear in England next year, we may 
see direct transfusion such as I have proposed at all events 
attempted. 


The PresipENT said that he could speak of the cholera from a good 
deal of personal experience. In 1846 he tried many methods of treatment 
during the epidemic, including that by bleeding and saline purges. He 
remembered how the water theory of the late Dr. Snow was received by 
the profession with amusement, but he was one of his earliest converts. 
He had no doubt that the poison was usually taken in in the form of fluid 
which had been contaminated by the dejecta of a cholera patient. He 
had seen many proofs of the truth of Dr. Snow’s theory in the epidemics 
in London in the years 1854 and 1865. He asked the author if he did 
not think that it was of extreme importance to insist on the boiling of 
water by individuals before consumption. 

Dr. MacLrop (Allahabad) said the incidence of cholera was jeden 
rather than general, and its progression was also peculiar, being by leaps 
and starts, and by no means general or uniform, going sometimes for- 
wards and sometimes backwards. He deprecated the use of terms such 
as “ waves,” “areas,” &c., as utterly fallacious and likely to mislead, and 
so long as the data which went to make up the general statements were 
imperfect so long would these statements have little weight. 

Dr. W. J. Suupson (Calcutta) said : It seems to me that the conflicting 
views which have arisen regarding cholera in Europe and cholera in India 
are largely dependent on the different methods of investigation adopted 
in the respective places. The reason for this difference, and especially for 
the method adopted in India, is, I think, attributable to the immensity of 
the country and the paucity of medical men therein who have either the 
time or inclination to carry out such work. To show what a large 
amount of time an investigation of this kind requires, | may mention that 
during the six years I have been in India I have had the opportunity of 
inquiring into several important outbreaks, and each of these has taken 
me nearly a month or six weeks’ hard work to ascertain with any degree 
of certainty the cause. It will thus be seen how difficult it is for medical 
men to investigate the causation of disease, while nearly all their work 
lies in other directions. In England, where medical men are plentiful, the 
method adopted is a careful local investigation, plus statistics. In India, 
the method is statistical, menus, in the majority of cases, a careful local 
investigation. So many deaths from cholera are stated to have occurred. 
These are forwarded to a central office and there compiled with similar 
statements from other places. A report has to be written and some 
explanation is required, and accordingly a number of theories are apt to 
be elaborated. I do not say that all of these theories are wrong ; many 
of them may be right ; but they are lacking in proof, and no investigation 
worthy of the name that I am aware of has ever shown that the monsoon 
or the atmosphere conveyed cholera to a locality where it had not 
existed previously. On the contrary, the local investigations which have 
been made by sanitary commissioners and others have demonstrated the 
fact that cholera has been conveyed from locality to locality by infected 
persons or infected things, and has spread in the locality where it has 
been imported chiefly by contaminated water, contaminated milk, con- 
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taminated food, bad drainage, or some cause not ascertained, but not by 
the winds. The transportability of cholera by human intercourse in India 
has been demonstrated over and over again. It was even illustrated in 
the Hurdwar Khumb of 1879, notwithstanding Surgeon-Colonel Hamilton’s 
diagram, for the vast majority of the pilgrims came from the Himalayas 
and from the north, north-west, and west, and very few indeed from 
Bengal. In the Hurdwaér Khumb of 1891, at which 1 was present, I do 
not think more than 500, or at most 1,000, out of nearly a million came 
from Bengal. Last year I was present at the Ardhodoya Jog in Calcutta, 
which takes place only once in twenty-seven to thirty years. Cholera 
broke out in a virulent form, spread in the locality of the festival, and 
raised the cholera mortality in the city of Calcutta at a season of the year 
when it is not usual for cholera to appear in an epidemic form. The 
pilgrims were traced to their homes, and it was found that in several dis- 
tricts they had set up widespread epidemics. While, however, believing 
that cholera is communicable in the sense of being carried from place to 
place by infected persons or things, and not by epidemic or pandemic 
aerial waves, | am not forgetful of the influence of season, which un- 
doubtedly is an important factor, and when we come to its local mani- 
festations I am far from thinking that any exclusive doctrine of propaga- 
tion of the germ in the soil, and local infection of the air as held by 
Pettenkofer, or propagation by water as held by others, will explain 
every local outburst. For instance, epidemics on board crowded emigrant 
ships, where no layer of soil, wet or dry, or varying in its degree of 
moisture, exists for the elaboration of the poison, tend to show that local 
causes appertaining to the soil are not essential for the production of 
cholera. On the other hand, I have seen in Calcutta, in huts in which 
there has been an absence of light and air, small explosions of cholera, 
which have reminded me more of my experience of typhus fever in Scot- 
land, or of diphtheria in England, and which, by no manner of means, 
could be traced to contaminated water. Two years ago there was an 
outbreak in Calcutta, which appeared to be directly traceable to sewer 
emanations. It seems to me, moreover, that exclusive theories regarding 
the propagation of epidemic disease are not in consonance with our know- 
ledge of bacteriology, though some media may be much more important 
than others, on account of the different liability to contamination. There 
can be no doubt, for example, that even in the East the evidence is over- 
whelming in favour of liquids used by man for drink being the most fre- 
quent media or vehicles for the cholera organism, and that the air is not 
a suitable vehicle unless under special conditions of moisture, as may exist 
in low-lying land near a marsh or river, or under special conditions of air 
and light, as in dark or unventilated rooms or huts, or in the forced 
emanations from contaminated sewers. It is by reason of the peculiar 
treatment which water receives in India, especially in Bengal, that the 
disease continues to break out yearly in an epidemic form. Calcutta is 
not the only town that has had its cholera decreased more than half by a 
pure water supply. Lanore, Delhi, Nagpore, and Bombay are in the same . 
position. I have travelled a good deal in the Hast, and everywhere have 
taken the opportunity of inquiring into the cholera history of the locality 
visited, and everywhere I have found the water supply to constitute the 
most important factor in the decrease of cholera. Such is the case in 
Batavia and Pondicherry, which enjoy comparative immunity by reason 
of their artesian wells, and similarly in Rangoon, Colombo, Kandy, 
Singapore, and other towns in the East. My experience leads me to the 
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opinion that widespread local epidemics are mainly due to contaminated 
water. I acquired an early lesson to this effect in 1883, when I visited 
Damietta, in Egypt, to inquire into the cause of the outbreak there, which 
was the first town affected in Egypt. Damietta is situated on the Nile, 
which forms a peculiar cup-shaped basin in front of the town during the 
period that the river is low. The river at this time was particularly low, 
so as to form almost a stagnant pool, which supplied the inhabitants with 
their drinking water, and at the same time served as the cesspool for the 
town. A large fair was held, at which 15,000 persons were present, some 
of whom came from suspected districts ; cholera broke out, and raged 
with virulence, until suddenly the Nile rose and swept out the polluted 
basin, and cholera disappeared at once. 

Mr. Ernest Harr welcomed cordially the remarks of the last speaker, 
who had given a series of facts of an affirmative character connecting the 
cholera outbreaks with a defective water supply. He regarded these 
valuable statements as a landmark in the history of the investigation of 
cholera by English epidemiologists in India. Hitherto he had never 
been able to find any light in the writings from India on this subject ; 
there was nothing but confusion, due, no doubt, in part, to the extra- 
ordinary difficulties which beset the investigation of the disease. He 
also regretted to add that it had come to his knowledge that adminis- 
trative pressure had been, on more than one occasion, brought to bear on 
the senders of reports, causing them to arrest any investigation that 
would tend to incriminate the water supply. Surgeon-Colonel Hamilton 
had really enumerated but two theories as to the cause of cholera ; the 
water theory and the air theory ; for the water theory included both food 
contamination, human intercourse, and the bacillary theory. As to the 
monsoon theory, the author had totally abandoned it, for he had given 
instances where the cholera had travelled against a monsoon blowing 
steadily at the rate of fifteen miles an hour. Cholera certainly did not 
travel with the air across Europe ; it travelled precisely at the rate at 
which human beings travelled. When it took fifteen years for travellers 
to go round the world, cholera took fifteen years also : now that it took 
five months cholera took the same. When cholera travelled from Astrakan 
to St. Petersburg, it followed the river ouly as far as the steamboats went. 
It was evident that we should brush aside all the imperfect evidence 
which had been accumulated as to the air theory. Water, and water 
only, was adequate to explain the epidemic extension of cholera. It was 
perfectly conceivable that in individual cases a man might inhale it ina 
close room, the air of which was crowded with cholera germs, but these 
were only exceptions. A dirty hospital might be full of patients, the 
cholera cases being mixed with others, and yet not a single nurse or 
ordinary patient would catch it: this had been proved in the Paris 
hospitals. He had accurate details with regard to every great epidemic 
which had occurred for the last thirty years. When it occurred in Italy 
Rome escaped, owing to its pure water supply. In Naples, when they 
feared that the cholera was coming, they poured carbolic acid into their 
cesspools and then found that their drinking water tasted of carbolic ; 
the town suffered severely from the epidemic. Genoa was attacked in 
spite of its pure water supply, and thus furnished an apparent exception 
to the rule ; till it was discovered that some cholera patients had been 
passing motions into the small channels which fed the reservoir and thus 
polluted the supply. The deaths, which had been 100 per diem, fell to 
three when this source of water supply was cut off, In Spain every kind 
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of demonstration was furnished of the truth of the water theory. In 
Madrid, Saragossa, and Mercia epidemics occurred, which proved the case 
to the hilt. Madrid was a filthy city ; in 1855 it was decimated by 
cholera: in 1885 it had obtained a pure water supply and it escaped. 
Seville and Xeres also furnished similar examples. Toledo was a filthy 
city with bad water; when the cholera began the Governor, who was 
enlightened on these matters, shut up the wells and guarded the river 
which supplied them, and the city escaped the cholera. Other instances 
were quoted from the Spanish, Italian, and French epidemics, in which 
whole populations, living in a cholera-infected district or city, but drinking 
pure water, were saved from cholera, while the adjacent suburban popula- 
tion, with an impure supply, were decimated. The same history was 
repeated all through France. It was folly to refer the epidemic to the 
peculiar influence of certain dry plains, of particular rivers, and of seasons 
and altitudes as such ; all such influences were secondary to the pollution 
of the water supply. A heavy rainfall, in the case of Damietta (already 
quoted by Dr. Simpson), washed out the pool which supplied the foul 
water and thus took away the cholera. But at Marseilles it was found by 
Professor Marey that, at first, a heavy rainfall imcreased the cholera, 
because it flushed into the brooks supplying drinking water the dirty 
ground and sloping banks where cholera stools had been deposited ; but 
after continuous and protracted heavy rains the cholera at Marseilles 
ceased, as all the impurities were washed far away. The practical ques- 
tion really worth studying in regard to the causation of cholera was first ’ 
and always what was the water supply and how to keep it clean. The 
responsibility of the governing power of India was great in this matter, 
for experience had shown that cholera had habitually started from there 
on its epidemic tours through Europe. So long as we neglected to take 
proper measures to repress cholera in India the responsibility would con- 
tinue. 

Mr. Macnamara said he wished to correct one statement of Surgeon- 
Colonel Hamilton as to the supply of water to the troops located in Fort 
William. From Dr. Hamilton’s paper he understood him to say that the 
improved water supply to Fort William had commenced in the year 1872, 
but that the death rate from cholera among these troops had very much 
decreased from 1863 ; consequently we should look to some other cause 
than the water supply to account for the improved health of the soldiers. 
Mr. Macnamara explained that, although the improved water supply to 
the town of Calcutta had only commenced in 1873, the troops in Fort 
William had been giver perfectly pure water from and after the year 
1863, for in that year the covered tanks constructed by Government out- 
side the fort had been completed, and from this time a constant pure 
supply of water had been delivered to the troops ; whereas, previous to 
1863, they had consumed the River Hoogly water, polluted as it was 
with dead bodies and the drainage of Calcutta. The effect of the change’ 
in the water supply had reduced the death rate from cholera amongst the 
troops in Fort William from 20 per 1,000 to 1 per 1,000, and that in 
spite of the existence of Asiatic cholera constantly among the vast native 
population in proximity to Fort Wiliam. Mr. Macnamara remarked 
that, as an Indian medical officer, he wished to state that gentlemen in 
that Service had written as strongly upon the fact of drinking water 
being the chief means through which Asiatic cholera was disseminated 
as it was possible to write, that no one had stronger or more fixed views 
on this subject than he had, and that, although Mr. E. Hart did not 
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appear to know it, he had published these views in more works than one 
on Asiatic cholera during the past twenty-five years. 

Mr. Hart was also quite correct as to the part the monsoons took in 
the dissemination of cholera in India ; so far from being unimportant, the 
wind had a vast deal to do with spreading the disease: for, as the Mar- 
quis of Hastings wrote in 1817, it was by means of the south-west mon- 
soon the large country boats come down and up the Ganges, carrying 
human beings to the north-west, consisting of a number of natives from 
the cholera-stricken districts of Lower Bengal. Wherever these fleets of 
country boats remained, there cholera broke out, and in this way the in- 
habitants of Patna, Benares, and other large cities on the banks of the 
Ganges become infected, year after year, with Asiatic cholera. The sub- 
ject, however was far too wide for him to enter upon at that hour of the 
evening ; he wished, however, before resuming his seat, to thank Surgeon- 
Colonel Hamilton for his paper. 

Surgeon-Colonel Hamitton, in reply, said that he was the last to deny 
the enormous value of a good water supply or the injury caused by bad 
water, but he held that something must be present in addition to this to 
explain the phenomena. Numbers of instances were on record where 
persons had not drunk water at all aud yet they had died of cholera. He 
remarked on the difficulty of proving any one theory to the hilt, and said 
that if the question of water supply was the sole one, how was it that 
over and over again British troops, themselves healthy, housed in clean 
barracks, with an excellent water supply, and yet had suffered severely 
from cholera, while within a quarter of a mile of them was a very dirty 
bazaar, the inhabitants of which escaped, though the water they consumed 
was filthy. 


December 12th, 1892. 
THE IRREGULAR HEART: A CLINICAL STUDY, 
By A. Ernest Sansom, M.D., F.R.C.P., Lond. 


Ir was my first intention when I was arranging the subject- 
matter of the Oration which I had the honour of delivering before 
this Society in 1890 to have included in that clinical sketch a 
consideration of the various forms of perturbation of the rhythm 
of the heart. I soon found, however, that the subject would have 
been much too extensive, and I confined myself to a review of 
the clinical associations of cases manifesting for protracted periods 
a morbid acceleration of the heart’s action (tachycardia). I 
have thought that on this occasion it. might serve some useful 
purpose if I reassembled my former data and added to them some 
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subsequent experiences ou the subject of irregularities of the 
rhythm of the heart—arhythmia cordis. As in the former com- 
munication, I desire to present the subject from the clinical point 
of view—to analyse the evidence afforded by actual cases—to 
use much caution in making any deductions, and not to enter 
into abstruse or debatable theorems of pathology. : 

I may remind you that | analysed seventy-five cases manifesting 
a long-persistent morbid acceleration of the heart’s action—cases 
which had all been under my own personal observation—that 
twenty-nine of these showed the undoubted phenomena of Graves’s 
disease and that in a great majority of the remainder the associa- 
tions were such as to show a close alliance with Graves’s disease. 
I considered that the central morbid manifestation was the tachy- 
cardia, the other phenomena of Graves’s disease being, as it were, 
offshoots from the centre. 

I now propose to consider the evidence in cases of the irre- 
gular heart in a manner similar to that 1 adopted in the cases of 
the rapid heart. I have eliminated all instances in which there 
was reason to suspect valvular or other structural disease of the 
heart as a protopathic lesion, and have only taken those which 
manifested a pronounced irregularity for protracted periods. The 
number of such cases, all under my own observation, has been 
47, and I shall divide them in two groups, as I did with the in- 
stances of tachycardia—first group showing none of the cardinal 
sions of Graves’s disease, 37 cases; second group, undoubted cases 
of Graves’s disease, 10 cases. 

In the first place it is necessary to outline the mode of observa- 
t10N. 

1. The radial pulse is to be felt in the usual way and its fre- 
quency noted. It is best to observe it for at least four periods of 
a quarter of a minute, with pauses between the observations. 
The finger is cognisant of intermission and often of irregularity. 
Many subtleties, however, may be overlooked, for some of the 
cardiac pulsations may fail to reach the artery with suflicient 
force to be distinguished, and the kind and degree of irregularity 
may be imperfectly appreciated. 

2. The frequency of the heart’s pulsations should be counted 
by employment of auscultation, the stethoscope being applied 
over the portion of the preecordium where both sounds are heard 
with maximum distinctness. A comparison of the heart-rate and 
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pulse-rate will of course indicate what proportion of the cardiac 
systoles fails to be observed in the radial. Moreover the observa- 
tion serves to show with much precision the kind and degree of 
irregularity—the cardiac cycles may be heard in groups of two or 
three or more—the well pronounced are distinguished from the 
less pronounced sounds. 

3. The radial pulse is feit by the finger at the same time that 

the heart-sounds are heard by the stethoscope—it is obvious that 
this method gives further evidence as to the complete and the 
feeble or ineffectual systoles and their time-relations. 
_ 4, Whilst observations are made by any of these methods the 
patient is directed to elevate to the utmost one or both arms. 
The pressure of the blood-column upon the left ventricle may 
induce a great increase of the rate of cardiac pulsations if the 
heart be unduly irritable—it may increase or decrease the irre- 
gularity. Caution must be used in adopting this expedient. It 
may cause faintness or other unpleasant symptoms. It is a better 
method, however, than that of causing the patient to make brisk 
walking movements. 

5. It is by the use of the sphygmograph, however, that we 
obtain the most precise evidence concerning the kinds and degrees 
of cardiac irregularity, and it has been employed in the investiga- 
tion of all the cases that I have to bring before you. 

I will now consider the various forms of irregularity. 

I. Intermission—The heart pauses for a period about equal to 
that occupied by a single pulsation—there is, as it were, a 
“skipped”? or “dropped” beat. Of course this is a common 
and well-known form of irregularity, initiated, it would seem, 
often by trivial causes and having very exceptionally a serious 
significance. 1 have found from the graphic evidence (Plate I, 
¥ig. 1) that in some cases the character and the volume of the pulse 
immediately succeeding the pause do not appreciably differ from 
those of the other cycles; in others the pause is followed by a 
much more ample tracing; the output from the ventricle after 
the rest is increased ; in some cases a pulse of less amplitude than 
the preceding occurs after the pause. 

Il. The Alternating Pulse (Plate I, Fig. 2).—The “ pulsus alter- 
nans” of Traube in its typical form is rare. A more ample is 
succeeded by a less ample pulse-trace with mathematical precision 
—there is a rhythmical irregularity in the volume of the pulse. I 
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have observed this form of irregular pulse in a case of thrombosis 
of the left middle cerebral artery, the patient manifesting Cheyne- 
Stokes dyspncea. 

III. Coupled and Linked Beats.—It is by no means uncommon 
to observe that the cardiac pulsations occur in pairs with a pause 
between. These may be shown in the sphygmogram as pairs of 
complete tracings having ordinary characters; the pulse has been 
called the twin-pulse (Plate I, Figs. 1C and 3A). Or there may 
be groups of three or four complete pulse-tracings with pauses 
between. When the repeated contraction of the ventricle occurs 
very soon after the preceding, there being a slight or inappreci- 
able diastolic interval, the second tracing is recorded in the 
sloping descending line of the first. Thus two, three, or four 
pulsations may be observed in the descending line (Plate II, 
Big. 1). Hach of these—which may simulate dicrotic and secondary 
waves—is a true cardiac cycle occurring in all cases after the 
closure of the semilunar valves. The difference between the re- 
peated pulsations the commencements of whose upstrokes start 
from the base-line and those which are manifested in the sloping- 
down stroke are merely differences of length of diastolic periods. 
This is explained by Plate II, Fig. 2. It may be readily under- 
stood that these rapidly recurring and slightly pronounced sys- 
toles may be quite undetected by the finger applied over the radia] 
artery. 

IV. Hztreme Arhythmic Irregularity (Plate III, Fig. 4).—In some 
cases the sphygmograms show an extraordinary irregularity—the 
heart’s action seems riotous. There is a veritable “folie du coeur.” 
There may be in some tracings an extremely dicrotic or a mono- 
crotic pulse and in others a fairly-pronounced first wave. It would 
seem probable that the vaso-motor conditions as well as the heart- 
regulating mechanism are much disturbed, and it is difficult to 
realise that patients presenting these extraordinary perturbations 
may nevertheless complain of little or no distress, and may be 
pursuing their ordinary avocations. Just as a condition of rapid 
heart may long persist, the rate of pulsations being over 150, 
witbout subjective discomfort, so also an extreme state of irregular 
heart may continue without symptoms, and, it would seem, with- 
out danger. 
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I come now to a consideration of the conditions of disease with 
which cardiac irregularity may be associated. 

1. Dyspepsia.—It is well known that intermission or other 
irregularity may occur in the subjects of dyspepsia or in those 
whose dietary is at fault. The late Sir Thomas Watson graphi- 
cally narrated a case of cardiac intermission and irregularity with 
much subjective distress in which the symptoms disappeared after 
tea as a beverage was renounced.* I have observed a like 
favourable result in a patient who gave up potatoes and sugar 
as articles of diet. Nevertheless any long-continued irregularity 
is rare in the ordinary forms of dyspepsia; it seems probable 
that there must be some predisposition on the part of the patient, 
who will probably fall within one of the groups hereafter to be 
considered. 

2. Syphilis—In the case of a gentleman, aged 57, who had 
suffered from primary syphilis about three years before coming 
under my notice, and who had secondary manifestations, I ob- 
served an extreme form of cardiac irregularity. The pulse, 
counted at the radial, was 72; the heart-pulsations 100; on 
another occasion pulse 72, heart-beats 120; on another, pulse 68, 
heart 128. The sphygmogram showed many minute and imper- 
fect traces with others of good amplitude. At this time there 
was some bronchitis and occasional attacks of dyspnoea occurred. 
I examined the patient four years afterwards, when there was 
little or no subjective discomfort, but the cardiac irregularity 
persisted. , 

I do not take it as strictly proved that the syphilis was in this 
case the determining cause of the irregularity; its influence in 
this direction, however, seemed to me very probable, for no other 
morbid associations were in evidence, and the patient was not of 
the emotional type. His attacks of dyspnoea, not amounting to 
spasmodic asthma, suggested a disturbance of the vagus. It may 
be remembered that in one of Dr. Bristowe’s cases of tachycardia, 
in another recorded by Drs. Dreschfeld and Maguire, and in one 
of my own cases there were definite histories of antecedent 
syphilis. It seems probable that the morbid changes due to 
syphilis may be such as to induce in some cases a morbid accele- 
ration and in others irregularity of the heart’s action. 


* ‘The Principles and Practice of Physic,’ 4th Ed., vol. ii, p. 257. 
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3. Osteo-arthritis—I have observed an association of long- 
persistent irregularity of the heart with osteo-arthritis in six cases. 
I have found it in the early stages of the disease, and also when 
the thickenings of and about the joints have been very pronounced. 
I cannot doubt that, whilst in a majority of those cases of osteo- 
arthritis in which a disturbance of the nervous mechanism of the 
heart occurs, this is manifested by a morbid acceleration—as first 
pointed out by Dr. Spender, of Bath—in a minority the symptom 
produced is cardiac irregularity. 

4, Disturbances of the Organ of Hearing and Naso-pharyngeal 
Irritations.—In this group are included. ten of my cases; I must 
take some of these as examples. 

A lady, aged 53, came under my notice complaining of 
vertical and occipital headache, occasional vomitings, much 
depression and noises in the ears as of a traction engine. She 
was deaf as regards the left ear. The heart presented no signs 
of disease, but irregular action in the mode of coupled beats. 
The pulse was typically the twin-pulse—the so-called “ pulsus 
bigeminus.”” Onsome occasions this coupling would be observed 
for three or four groups, and then the action would be regular for 
a time. Subsequent observations showed that the rhythmic 
irregularity might be replaced by linked beats, the non-rhythmic 
irregularities that I have already described. The case was 
observed for a long period; there were occasional so-called 
bronchial attacks (vagus storms ?), symptoms of faintness, pain 
referred to the heart-region and vertigo. Under treatment, 
chiefly by the bromides, there was much improvement; but more 
than two years after the first observation, when the patient ex- 
pressed herself as much improved, a very marked irregularity of 
the pulse was manifested. There was no satisfactory evidence as 
to the mode in which the disease commenced. The uncomfortable 
symptoms were said to have originated twenty-seven years before, 
when the patient was in India, but she had suffered from no 
tropical disease. 

A second case which affords some further evidence upon our 
subject was that of a lady, aged 72, sent to me by my colleague, 
Dr. Woakes, on account of irregularity of the heart. Four years 
before coming under my observation the patient had been under 
treatment for intra-nasal disease (ethmoiditis), and previously to 
this the patient said that her ears had been affected. These con- 
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ditions of disease had greatly improved, and there were only some 
thickenings of the tissues in the neighbourhood of the middle 
turbinate bone as a result. There were no signs of organic 
disease of the heart, the patient was capable of much effort, 
physical and mental, but she presented signs of very marked 
irregularity of the heart, which have persisted during a period of 
nearly four years, during which she has been under observation: 
Many pains and discomforts were experienced—severe and pro- 
tracted pain referred to the heart-region, the epigastrium, and the 
abdomen generally ; burning and aching in the throat; occasional 
attacks of flatulence and of diarrhcea. An unexpected occurrence 
in the case was the expulsion in the stools of a very large round 
worm. No others followed in response to treatment. An imme- 
diate effect seemed to be a restoration of the regularity of the 
heart’s action. After about three months the irregularity re- 
turned. It would seem probable that an irritation of the 
intestinal mucous membrane was a potent agent of reflex dis- 
turbance, but that the patient herself was from predisposition 
prone to such disturbance of the automatic mechanism of the 
heart, and that other causes of reflex irritation arose from time to 
time. 

A lesson of practical interest and importance was taught by 
this case—one which my further experience has abundantly con- 
firmed—that the symptoms of pain and distress complained of 
by the patient are not correlative with the degree of cardiac irre- 
gularity, but that often these are in inverse ratio. At times when 
severe pain was complained of, whether precordial or epigastric, 
the pulse was found to be quite regular, the arterial tension being 
more prolonged than at the periods when pain was absent. It 1s 
important to note that this patient was also the subject of osteo- 
arthritis of subacute form commencing in phalangeal joints, and 
not attacking the larger articulations. 

A similar association of osteo-arthritis, auditory disturbance, 
and irregular heart occurred in another patient, a man, aged 72. 
He had been deaf for two years, and experienced tinnitus aurium— 
the sound heard being like that of a steam engine. The cardiac 
irregularity was very great, but was attended by no subjective 
signs of discomfort. 

In four cases there was aural vertigo. In one of these a man, 
aged 60, the attacks of vertigo and vomiting were very distressing. 
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The patient was frequently brought home in a cab, unable to 
stand. There was tinnitus, the sound being sometimes like that 
of a steam engine, at others that of a tea-kettle. The pulse inter- 
mitted frequently (every third or sixth beat), with sometimes 
irregularities in volume in the intervening pulsations. Much 
improvement followed a course of ammonium bromide with, 
subsequently, hydrobromic acid and strychnia, but the most 
important point was that Dr. Woakes discovered a fibro-cystic 
growth depending from the middle turbinate bone, after the 
removal of which the patient manifested great improvement, 
increasing in strength and bulk, and making a good recovery. 

The other three cases were good examples of Meniére’s disease ; 
the only associated symptoms I need mention other than those 
usual in the affection were pains down the right arm and in the 
right breast in one case, pains of the character of pleurodynia on 
both sides, or another, stiffness of neck and occipital pain, frontal 
pain and sense of fulness. Pulsations and palpitations were 
complained of in two cases... In all there was very marked 
cardiac irregularity; in one case this irregularity was notably 
increased by movement of the left arm. In one of my cases, a 
female, aged 47, there was neither tinnitus nor vertigo, but a 
subjective feeling which was the patient described as “forcing at 
the back of the nose,” and pharyngitis was obvious. Headache 
was complained of, and there was a sense of coldness in the 
limbs approaching tingling. The heart’s action was very irre- 
gular and the patient was conscious of this; she experienced a 
“stopping of the heart occasionally with a sense of dead weight.” 

From these data I must conclude that irregularity of the heart 
is sometimes the result of a reflex from the naso-pharyngeal tract 
and from the neighbourhood of the auditory mechanism, and that 
it is often associated with symptoms of disturbance of hearing. 
It will be interesting to get the experience of aural surgeons on 
this point. Dr. MacBride says: “ Walker Downie and after him 
Herzog have recorded cases in which irregular action of the heart 
could be traced to aural affections, such as the presence of wax 
or polypi, but this symptom is, judging from my own experience 
and the writings of others, extremely rare.”’* 

_ 5, Influenza.—In four cases I observed marked irregularity of 


* ‘ Diseases of the Throat, Nose, and Kar.’ Pentland, 1892. 
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the heart which I believed to have been the result of influenza. 
In one case, a lady, aged 35, a slight attack of influenza occurred 
two months before the onset of the special symptoms. There 
were pains in the heart-region, a sense of arrest of the heart’s 
action at intervals, and a feeling of deadness down the left arm 
occasionally “with pins and needles on recovery.” The pulse 
showed typically the phenomenon of coupled beats—the twin- 
pulse. Subsequently the rhythmic irregularity disappeared, but 
intermissions and arhythmic irregularities occurred. There was 
a good recovery under treatment by weak continuous galvanic 
currents from the nape of the neck to the region of the great 
nerves on each side of the thyroid cartilage and trachea. In 
another case, a lady, aged 58, who had suffered from influenza four 
months previously, there were symptoms of discomfort and 
inordinate pulsation of the heart with very great irregularity. A 
third case was that of a strong athletic young man, aged 27, who 
had been ailing since influenza; he was disturbed by trifles, and 
was much troubled about his heart. The physical signs indicated 
no disease, but there was marked irregularity. 

In the majority of cases in which I have observed the normal 
rhythm of the heart to be disturbed after influenza this has been 
in the sense of morbid acceleration—tachycardia. Dr, Althaus 
has described a case in which he observed a pulse-rate of 100 six 
months after an attack of influenza; Colley recorded the case of 
a woman who developed exophthalmos during the attack, and 
subsequently the other chief phenomena—thyroid enlargement 
and tachycardia—of Graves’s disease were manifested.* In a 
minority of cases I have observed a slowing of the heart—brady- 
cardia—as a sequel of influenza. In one case an habitual pulse 
of 72 was reduced to 48, coincidently with epigastric pain of some 
hours’ duration, the pulse-rate subsequently rising to 92. The 
cycles of phenomena occurred daily for about a week. Dr. Strange, 
of Worcester, has recorded a case occurring during the prevalence 
of epidemic influenza, in which, with sudden feebleness and 
oppression at the heart, the pulse became extremely irregular and 
feeble, only 20 pulsations per minute being felt at the wrist. 
In six hours the regularity of the pulse returned, but subsequently _ 
irritative cough and afterwards violent gastric catarrh occurred. 


* Althaus, ‘On Influenza.’ London, Longmans & Co., 1892, p. 199. 
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Dr. Strange concluded that.a poisonous influence had been 
exerted upon the vagus centre, all three divisions of the nerve 
being affected in turn.* I must conclude from the cases I have 
observed that the rapid heart, the slow heart, and the irregular 
heart may all be the legacies of influenza. 

6. Mental Disturbances and the Effects of Severe Nervous Shock. 
—Twelve cases came in this category—hypochondriasis, melan- 
cholia, groundless fear, ‘‘ Metus e causis non eequis,” and, excep- 
tionally, hallucinations were amongst the associations. It would 
be interesting to know the experiences of physicians who have 
large opportunities of observing: the insane as to the frequency 
of irregularities of the heart in such patients. One point I am 
well assnred—that whereas the subject of irregular heart may be 
for months or years unconscious of his cardiac disturbance, let his 
attention be overmuch directed to his heart and he begins to suffer 
from subjective symptoms of pain and discomfort and becomes the 
cardiac hypochondriac. It is the physician’s duty to turn the 
patient’s attention away from the disturbed organ and insist that 
he never count his radial pulse nor listen expectantly for the sounds 
and signs of the cardiac tumult. 

In a considerable number of the cases in this group there have 
been recurring attacks of severe dyspepsia. In others—and in 
some of these also—there have been times of more or less dys- 
pnoea, occasionally attacks of considerable severity. I should 
like to call these periods of heart-tumult and these recurrences of 
gastro-intestinal and respiratory disturbance by the term of ‘‘ vagus 
storms,” if it be not thought that I am wandering from my simple 
and plain plan of stating clinical facts into the by-ways of con- 
jecture. 

It is interesting to note that the only two instances in which it 
appeared that an acute disease initiated the cardiac arhythmia 
were those of pleurisy. One of these, a man aged 40, came to me 
with signs of pleuritic effusion in the left chest and dry pleural 
friction over the right apper lobe. He became very hypochon- 
driacal and I sent him on a voyage to the Cape. His recovery 
was complete so far as the lung-troubles are concerned, but his 
heart’s action became irregular in extreme degree and so persisted 


# ‘ Brit. Med. Jour.,’ Sept. 13th, 1890, p. 629. 
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for two years (Plate III, Fig. 3). The other case was that of 
a lady, aged 55, who began to suffer from her heart after 
pleurisy (right side) and manifested a most irregular heart ten 
years after, there being no evidence of organic disease. In one 
of my cases in which there was good evidence that a sudden 
nervous shock initiated the cardiac perturbation the circum- 
stances were very peculiar. A gentleman, aged 41, was sud- 
denly almost suffocated by a portion of a shrimp being stuck 
in his throat. It was said that he very nearly died and sub- 
sequently became very tremulous and depressed. His heart was 
very irregular. It seemed possible that in this case there was a 
combination of nervous causes to bring about the result, viz., a 
sudden mental perturbation and an abrupt shock to the vagus 
centre from the severe peripheral irritation. It may be a tenable 
hypothesis that the severe cases of pleuritis may have acted in 
a somewhat similar mode. 

I have only one instance in which it seemed probable that irre- 
gularity of the heart might have been induced by physical over- 
strain. This was in a young man of 18, who had been engaged 
in a rowing contest about six months previously to my observing 
him. Im this case the pulse was slow, 48 per minute, there 
was much irregularity in time, and repeated pulsations were 
frequently manifested in the downstroke of the sphygmogram 
(Plate III, Fig. 1). I have met with a considerable number of 
cases of slow pulse—bradycardia—but have not yet observed the 
conjunction with epilepsy, as noted by Professor Tripier and 
others, though I am of course convinced of the validity and 
importance of the observations. My experience, however, entirely 
coincides with that of Dr. Broadbent in negativing the conclusion 
of Professor Tripier that deviation of the cardiac rhythm with 
slowing of the pulse-rate does not occur except in epilepsy or 
under the influence of digitalis.* 

7. Cases with None of the Foregoing Associations.—In five cases 
there were either no notable morbid associations, or these were 
so complex as to be difficult to classify. In a gentleman, 
aged 46, of good physique and fair general health, the cardiac 
irregularity seemed to be associated with no special symptoms 
or morbid conditions whatever, except palpitations and the feel- 


* Broadbent, ‘ On the Pulse.’ London, Cassell & Co., 1890, p. 111. 
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ing of irregularity of the heart. The patient was not morbidly 
introspective. In the case of a lady, aged 41, sent to me by 
Dr. Allen, of Napier, New Zealand, there was also extreme irre- 
gularity, and the only notable associated sign was fugitive oedema 
especially about ankles and hands. In a clergyman, aged 53, 
there was fugitive erythema or urticaria and recurring attacks of 
dyspepsia. In a female of 25, with a sense of fluttering at the 
heart, there were feelings of extension of the same, as it were, 
to the throat. In one case, that of a man, aged 53, the asso- 
ciations were more remarkable—first, an ecthymatous eruption, 
then glycosuria, the pulse during these periods being markedly 
intermittent, then a restoration of regularity of the heart’s action, 
and ten years afterwards intermittent hematuria. This patient is 
still under observation. 

I now come to consider—very briefly in this communication— 
my second section of cases, viz., those presenting the signs of 
Graves’s disease. These, ten in number, presented in some in- 
stances the slighter, in others the most extreme, forms of irre- 
gularity of the heart. A few cases manifested the rapid heart on 
some occasions and the irregular heart on others. I mertioned in 
my former communication that I had under my care simultaneously 
two sisters, the subjects of Graves’s disease, the one presenting 
signs of rapidity only of the heart, whilst the other manifested 
extreme irregularity. The latter, aged 46, had noticed thyroid 
enlargement for eight years, both lobes being equally increased 
in size; Stellwag’s sign was present, but not von Graefe’s, 
and exophthalmos was slight. A systolic murmur was heard at 
the base of the heart, but there was no evidence of valvular disease. 
The pulse-rate varied from 120 to 152, and the irregularity was 
extreme. During the time when this cardiac tumult was at its 
height the patient was able to walk about as usual, showing no 
signs of discomfort, and she slept well. Cidema was noticed in the 
feet and gradually extended to the thighs and I lost sight of the 
case. Iam afraid there was soon a fatal termination, but the sister 
made a good recovery. Another case of typical Graves’s disease in 
which the heart presented extreme irregularity was in a man, 
aged 41. He manifested much tremor of the facial muscles. A 
female, aged 38, was another typical example. It is in these 
cases of Graves’s disease that I have witnessed the most extreme 
forms of cardiac irregularity, and yet I have not noticed that the 
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patients have, except in the one case I have cited, presented more 
symptoms of distress, nor has the disease gone a more unfavour- 
able course than when the heart’s action has been disturbed in the 
sense of acceleration only. 

I have now completed my clinical survey of cases of irregular 
heart unaccompanied by structural disease of the organ which 
have come under my own observation. I submit that all forms 
and degrees of irregularity from the slight to the most pro- 
nounced are found in cases of disturbance of the central ner- 
vous mechanism of the heart. The associations in cases of 
irregular heart strikingly resemble those in rapid heart. Both 
such forms of disturbance of the rhythm are to be found in 
cases of osteo-arthritis, in those of aural], nasal, and pharyngeal 
disorder, and especially in Graves’s disease. The cases without 
notable associations might point the lesson that, whilst the cen- 
trai disturbance from which the other affections in Graves’s 
disease are off-shoots brings about in the majority abnormal 
rapidity of the heart’s contractions, in the minority it induces 
irregularity. So in many instances arhythnua cordis may be con- 
sidered a ‘‘ forme fruste”’ of Graves’s disease. Only it is better to 
express it that the ensemble of the phenomena of Graves’s disease 
is due to an extension from the area of disturbance which is, 
focally, that portion of the nervous system which is concerned 
with the regulation of the heart’s movements. In all such cases, 
whether manifesting tachycardia or arhythmia, outbreaks of 
dyspnoea or of gastro-intestinal disturbance—vagus storms, as I 
have termed them—are frequently observed. It seems that, 
whilst sudden overstrain is more likely to produce a tendency to 
_ morbid acceleration, the more chronic forms of mental depression 
tend to be associated with irregularity. When a sudden shock or 
intense disease, however, specially involves the afferent fibres of 
the vagus pronounced cardiac arhythmia may be the result. | 

This paper is intended as a review of the clinical evidence only, 
and not, or only indirectly, to consider any questions of therapeu- 
tics. Ifa future opportunity be accorded me, I hope to deal with 
the subject of the treatment of the cases of rapid heart and of 
irregular heart and to ask for your criticism and assistance. 


Dr. B. W. Ricnarpson, while recognising fully the extreme clinical - 
value of the paper, said that his attention had been rather directed to 


PLATE I. 


INTERMITTING, ALTERNATING, AND TWIN PULSE. 





Fie. 1. 

Intermission. In A the trace immediately succeeding the skipped beat has a 
greater amplitude than the average. In B the intermission was found not 
io influence the amplitude of the individual traces. In C, after some of the 
intermissions, there were series of twin pulses (coupled beats). 





Hie. Z. 
The alternating pulse (pulsus alternans), a pulse of larger being invariably 


followed by one of smaller volume. 





Fia. 3. 


The twin pulse (pulsus bigeminus). A, sphygmogram; B, cardiogram. 
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PUATE. It: 


LINKED PULSES AND THE MECHANISM OF THEIR PRODUCTION. 





Fra. 1. 


Repeated pulsations in the descending line of the sphygmogram (linked beats). 
In the lowest tracing four such pulsations are recorded. 





Pre. 2. 


Cardiogram illustrating the mechanism of these repeated pulsations. The 
fourth cycle is followed by a fifth without appreciable diastolic interval, 
the interval in the last two cycles but one is shghtly longer: in each of 
these cases the pulse would be recorded in the downstroke of the sphygmo- 
gram. When, as in Plate I, Fig. 3, the groups presented longer diastolic 
intervals, the sphygmograms would be in distinct couples, as in Plate I, 


hie. 1 ©. or Fig. 3, A. 





PLATE III. 


Some ErroLoGgicaL Groupes OF IRREGULAR PULSE. 





ie ad 


Slow pulse (48) in a lad, aged 18, after athletic overstrain. 





Fie. 2. 
Irregular pulse after tropical fever; subjective discomfort at heart. 
Male, aged 47. 
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Irregular pulse after severe pleuritis with oceasional vertigo. Male, aged 45. 





PiGe 4. 


Extreme irregularity in two cases of Graves's disease. 
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simple intermittency, and he had obtained as many as 400 illustrations of 
this pulse. When intermittency once began, and it usually commenced 
after 60, it was permanent. It was generally due to failure in the 
sympathetic nerve supply, though it might depend on irritation of the 
vagus. As to the effect on the body of irregular cardiac action, it had 
very little effect provided the patient did not know of it, but it became 
serious if the patient dwelt on it, and death might then occur from slight 
causes. There was a modification of the irregular pulse during the course 
ot an acute disease and always to the disadvantage of the patient. 

Mr. A. Maupe said he had met with a rare form of cardiac irregularity 
in Graves’s disease. The beats became feebler and more rapid for a quarter 
or half a minute, and then increased in force and decreased in rate for an 
equal time, and the cycle was repeated. It resembled Cheyne-Stokes 
breathing ; it had no reference to respiration, as it continued when the 
breath was held. He had not found irregularity of the heart such a very 
common feature in Graves’s disease, but had fownd it the rule in cases of 
the disease which had manifested itself in old-standing goitre; of these 
cases he had notes of five, though Graves’s disease is ordinarily supposed 
to occur in goitrous subjects but rarely. Dr. Sansom had referred to the 
fact that irregular heart sometimes occurs in epilepsy, and Mr. Maude 
remarked that M. Tripier had shown that epileptics with irregular hearts 
die suddenly. He once attended a patient who had occasional epileptic fits ; 
he was a drunkard with a neurotic family history, and was also syphilitic. 
The syphilis may have accounted for the irregularity of his heart which 
was present. He died suddenly, and no organic change was found to 
account for his sudden death. 

Dr. WoakEs, in response to Dr. Sansom’s request, desired to speak as to 
the condition of the two patients referred to in the paper as having been 
examined by him. One was a lady of advanced age who was under treat- 
ment ten years ago for deafness and nasal affection, who got better, but 
returned later, when a cleavage of the middle turbinated bone was found, 
a part of which had become attached to the septum nasi. In his experi- 
ence heart perturbation or cardialgia was a common consequent on nasal 
disease. In the second case the patient was suffering from severe tinnitus, 
with intense vertigo and some deafness. He found a large mass of 
granulation tissue in the higher region of the nose on the left side, deflect- 
ing the septum. He removed the growth with a galvano-cautery, and 
found a cleavage of the middle turbinated bone, from the interior of which 
the granulations proceeded. All the conditions referred to above dis- 
appeared as the nasal disease recovered under treatment. 

Dr. Pasteur related the case of a woman with irregular heart, in whom 
the influence of posture was remarkable. The patient was 28 years of 
age and of nervous temperament. As a girl she had suffered from pal- 
pitation—without anzemia. She was married, had one child living, and 
had had three miscarriages, the last of which, fifteen months before she 
came under observation, was followed by pelvic cellulitis. Since that 
time her general health had not been good. In February, 1892, she 
sought advice, on account of palpitation and occasional stabbing pains 
in the region of the heart. When first seen the heart presented very 
typical tachycardia, the beats numbering between 180 and 200 per 
minute without irregularity. There were no signs of organic disease. At 
the next visit, a week later, there was extreme irregularity of the heart, 
with frequent intermissions and a somewhat slower pulse rate. It was ob- 
served that as soon as she assumed the recumbent posture the heart almost 
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suddenly slowed down to 88 per minute and became perfectly regular and 
free from intermission, but the moment she resumed the upright position 
all the irregularity forthwith returned. This phenomenon was repeated as 
often as the patient was made to lie down. A similar condition was noted 
at two or three subsequent visits, but after six to eight weeks all irregu- 
larity disappeared under treatment. There were no objective signs of 
Graves’s disease other than this, but the patient was subject to transient 
attacks of weakness in the left arm. 

Dr. THorowGoop remarked that he had seen it stated by a German 
observer that in cases of pregnancy it would be found that the rate of the 
pulse was the same whether the patient was standing or lying down. 
The cause of this was found in the slight amount of hypertrophy of the 
heart that took place during pregnancy. Dr. Thorowgood also said that 
when the heart was feeble the effort of raising both arms above the head 
was very trying to the patient. The test was a very critical one of 
cardiac failure, and must be applied with caution. 

Dr. SterpHen Mackenzie referred to the irregular heart which occurred 
in uremia, in which there was often a peculiar rhythm, as pointed out by 
Dr. Wilks. In diphtheria there was a great alteration in frequency of 
action, together with marked irregularity. He agreed that the prognosis 
was graver when the patient was cognisant of the malady. He knew of a 
medical man who had had an irregular heart for twenty years and seemed 
none the worse for it. He had seen instances where an irregular or 
intermittent heart had become regular during the course of an acute 
disease. He quoted a case to show how suddenly rapidity of cardiac 
action might come on and pass off. In cases of irregularity the trouble 
often passed off, but in cases of intermittency the condition was generally 
permanent. 

Dr. Sotomon SurrH said that, although it was necessary for the purpose 
of the present investigation to separate cases of irregularity occurring in 
heart disease from those where no disease could be discovered, yet he 
doubted whether there was any broad line of distinction between the two 
conditions. Dr. Sansom had shown how every possible variety of irregu- 
larity might occur in the healthy heart in consequence of disturbances 
quite outside itself, and affecting it only through its nerve supply, and 
Dr. Smith asked whether, in cases where disease was present, the heart 
would not be even yet more susceptible to such outside influences, and 
whether it was not probable that a large proportion of the irregularities 
met with in actual disease were analogous to those in hearts which were 
healthy, ze., due to extrinsic rather than intrinsic causes ; at any rate, he 
thought many observers would bear him out in saying that, in a great 
number of these cases, the disturbance of rhythm was more amenable to 
treatment directed to external sources of irritation than to the heart 
itself. He thought people were perhaps too ready to accept irregularity 
occurring in an obviously diseased heart as an indication of failure of the 
muscular apparatus. Not only was it peculiarly apt to be set up by 
outside causes, but, even when produced by internal difficulties, the 
irregularity was probably not so much the result of the load of work 
before the heart being too great, as of its being abnormally distributed. 
The stimuli in response to which cardiac contraction took place were 
very complex, and included among them the inherent tendency of heart 
muscle, with its ganglia, to rhythmic contraction, and the reflex (?) arising 
from distension of its cavities. Now it was a very striking fact that 
increase of load before the whole heart tended but little to irregularity, 
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and that the typical specimens of irregular heart commonly occurred in 
cases in which the difficulty was placed between the auricle and ventricle | 
in such a manner as to cause the auricle to be filled long before its time, 
and thus to dislocate from the other rhythmic impulses that most potent 
one, the distension of the auricle ; and he thought it more reasonable to 
look on all cases of irregularity as due to disturbance of the nervous 
impulses leading to contraction than to place some in that category and 
to consider others, precisely similar in their symptoms, as due to the mere 
mechanical effect of overload. 

Dr. Autouiy, in thanking Dr. Sansom for his admirable and useful 
paper, enquired if the author had noticed among those cases of inter- 
mittent or irregular cardiac action due mainly to nervous causes, such as 
prolonged anxiety, any marked increase in the arterial tension. He had 
himself met with several cases of this kind, not associated with any 
structural disease of the heart or kidneys that could be detected. He 
fully confirmed the view expressed by Dr. Richardson that intermittence 
in pulse or heart rhythm was serious in proportion to the consciousness of 
it on the part of the patient. 

Dr. Saysom, in reply, said that one of the lessons inculcated by the 
cases analysed in his paper was that cardiac irregularity might be per- 
fectly devoid of really dangerous significance. He thought that nasal 
and aural troubles were amongst the commonest reflexes which started 
the cardiac derangement. In the diphtheritic cases it was difficult to 
eliminate the myocarditis which might be present. Though irregularity 
often ceased with the onset of acute disease, it usually returned after the 
latter passed away. Intermission was generally persistent, and was serious 
only toa minority. He had related elsewhere many cases of irregularity 
coexistent with high tension. He concurred entirely in the view that 
the irregularities in cases of cardiac disease were ingrafts of a neurotic 
character on the cardiac lesion, and were not part of the cardiac disease 
itself. Many cases of mitral stenosis were accompanied by irregularity, 
due very probably to an interference with the transmission of nerve 
impulses between the auricle and the ventricle. The irregularity in 
typhoid fever was probably due to myocarditis. Fatty degeneration of 
the heart was not usually accompanied by irregularity, contrary to 
what was once the accepted teaching. Among the deductions from his 
paper were that cardiac irregularity might co-exist with a sound and 
good organ, and that irregularity was one of the not infrequent associa- 
tions of Graves’s disease. 
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THE LETTSOMIAN LECTURES: ON SYPHILITIC 
AFFECTIONS OF THE NERVOUS SYSTEM. 


By Joun S. Bristowg, M.D. Lond., LL.D. Edin., F.RS. 


LECTURE I. 


Mr. PRESIDENT AND GENTLEMEN,—My first duty is to thank you, 
and I thank you very sincerely, for the honour you have done me 
by appointing me your Lettsomian lecturer. But, being profoundly 
sensible of the fact that the honour entails responsibility, [ feel 
bound to tender an apology for the temerity of which I have been 
guilty in choosing for my subject a disease of which my experience 
has been small by comparison with that of some of my auditors, 
and which has been so well discussed from different points of view 
by my predecessors—Dr. Broadbent, Dr. Gowers, and our dis- 
tinguished President. My excuse is that, while on the one hand 
my choice was made hastily and without due consideration, on the 
other hand, syphilis is a disease of vast and ever-growing interest. 
It is one of which [ have seen a good deal in its constitutional 
forms, and to the study of which I have given time and thought, 
and I propose to treat of it mainly in its relations to the nervous 
system and from the clinical standpoint, and by the discussion of 
cases that have come under my own observation and have been 
interesting or instructive to me. I trust I shall not be deemed 
irrelevant or tedious if, before entering on my special theme, I 
venture to place before you a brief statement of the views I enter- 
tain with respect to the pathology of syphilis. I do not pretend 
that these are in any sense novel. Still, it seems to me that it may 
be convenient and conducive to clearness of apprehension if, in 
dealing with this complex and Protean disorder, I begin with such 
a sketch of it as will serve to indicate the iimes of thought which 
will run through my lectures, to define my position in regard to 
the cases which I shall bring under your notice, and to obviate the 
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need of subsequent explanatory interpolations. I regard syphilis, 

as I suppose all educated medical men do at the present day, as a_ 
specific infective disease due to the invasion and proliferation of 

specific living organisms, and as having manifest relations to other 

specific infective diseases, but more especially, perhaps, to small-pox 

and the exanthemata, to tuberculosis and leprosy, and to malignant 

neoplasms such as cancer and sarcoma. 

The clinical history of syphilis is briefly as follows :— 

1. At the spot on which the disease is inoculated, a hard 
tubercle is slowly evolved, and almost coetaneously the lymphatic 
glands next above it become enlarged and indurated, both prob- 
ably attaining their full development, without any attendant con- 
stitutional disturbance, in the course of from six to eight weeks. 
These phenomena collectively constitute the first stage of the dis- 
order, or primary syphilis. 2. The disease may come to an end at 
this point; but usually, and in the natural course of events, 
between six and eight weeks after inoculation, constitutional 
symptoms almost suddenly declare themselves: a febrile rise of 
temperature takes place, a rash appears over the skin and fauces, 
and other tissues and organs not improbably become equivalently 
affected. This stage of the disease usually varies in duration from 
a week or two to several months, but occasionally lasts much 
longer, and may even recur from time to time for several years. 
It corresponds to the generalisation of the syphilitic poison and of 
its effects, and is known as secondary syphilis. 3. With the sub- 
sidence of this stage the disease itself, in most cases, comes to 
an end; but not unfrequently—sometimes while the secondary 
symptoms are yet in progress, sometimes shortly or immediately 
after their disappearance, sometimes after an interval of many 
years, and may be during an interval of apparently excellent 
health—a further series of phenomena manifest themselves. These 
are the tertiary symptoms, and constitute what is known as tertiary 
syphilis. The lesions of this stage, unlike the rash of the second 
stage, are, for the most part, unsymmetrical in their arrangement, 
originate, as it were, capriciously in different organs, or it may be 
in only one, and tend to spread locally. They are essentially of 
the same nature as the primary chancre, and result, for the most 
part, in grave and irreparable destruction of tissue. 4. Further, 
syphilis is often transmitted from one or other of the parents, or 
from both, to the foetus, either ab initio, or in the progress of its 
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development, or at the time of birth; and thus the child is born 
infected with the virus of the disease, which, sooner or later, 
reveals its sinister presence by the evolution of morbid phenomena 
which correspond to those of the secondary or tertiary stage of 
acquired syphilis in the adult, but present marked special peculiar- 
ities. This is known as congenital syphilis. 

I will now briefly compare syphilis severally with small-pox, 
tuberculosis, and cancer. 1. The resemblances between syphilis 
and small-pox are obvious, especially if we have regard to small- 
pox caused by inoculation. In both diseases specific lesions 
appear at the points of insertion, and are attended with concurrent 
specific affection of the neighbouring lymphatic glands; in both, 
after the lapse of fairly definite periods of time, during which, as 
a general rule, the patient’s health remains unimpaired, character- 
istic constitutional disturbances almost suddenly arise; and in 
both, after a longer or shorter time (supposing the patient does 
not meanwhile die), the constitutional symptoms subside and 
health tends to be restored. Furthermore, in either case, the 
disease proves to be, in a greater or less degree, self-protective ; 
and in either case it may be imparted by the mother to the foetus. 
But there are also striking differences; the most important one 
from. my present point of view having relation to the degree and 
quality of the protection which they severally afford. In the 
case of small-pox the specific virus at the end of a few weeks dis- 
appears absolutely from the system; and not only is there left 
behind no tendency to relapse or recrudescence of the disease, but 
also the patient enjoys almost absolute immunity from subsequent 
attacks on re-exposure to contagion. That syphilis is also in some 
sense self-protective is proved, not only by experiment and obser- 
vation, but also by the fact that the secondary stage tends to, and 
often does, subside spontaneously; but, on the other hand, 
relapses are not uncommon, and, what is far more remarkable and 
distinctive, notwithstanding the subsidence of secondary symptoms 
the specific poison of the disease is apt to lurk in the system, 
dormant yet potential, and ready, under conditions as yet un- 
known to us, to become aggressive and to cause serious, though 
for the most part localised, outbreaks. 

2. The relations of syphilis to cancer seem to me quite as strik- 
ing as those of syphilis to small-pox. We do not at present know 
whether the cause of cancer is a specific parasitic organism or 
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whether it is a specific organism evolved out of the living tissues 
of the sufferer. We know, however, that the disease is specific ; 
that having once appeared in any spot its subsequent behaviour 
is that of an aggressive parasitic disease; that, in the natural 
order of events, the lymphatic glands next above the primary 
tumour become the seat of growths identical with it; and that 
subsequently the disease becomes generalised and tumours appear 
from time to time in various parts of the body, until at length the 
patient succumbs. The differences are, mainly, that we have as 
yet no sufficient grounds for believing that cancer originates in 
contagion or is derived from without; that its generalisation is 
not, so far as we know, attended with sudden febrile disturbance 
and widespread or symmetrical distribution of specific lesions, but 
that rather it resembles in its progress the tertiary period of 
syphilis. Another point of difference is that, while at the point of 
primary inoculation of syphilis a single chancre only arises, 
in cancer the disease spreads locally, partly by continuous in- 
vasion, partly by the development of outlying nodules. It is 
interesting to note, however, that tertiary syphilis shows the same 
tendency to local spread. 

3. Now, as to syphilis and tubercle. The lesions in both 
diseases are what pathologists term “ granulomata,” and are often 
remarkably alike in appearance—as, for example, tuberculous and 
syphilitic tumours of the brain, tuberculous and syphilitic tumours 
of the lymphatic glands, and lupus and certain cutaneous syphi- 
hides. Tubercle, like syphilis, is an inoculable disease, may 
undergo generalisation, and may remain latent in certain parts of 
the organism with the liability to unexpected and sudden re- 
crudescence. Its inoculability is proved by experiment on the 
Jower animals and even by the frequent inoculation of Peyer’s 
patches through the swallowing of infected sputum from the 
lungs. At the same time the disease is spread in the majority of 
cases by means of infected air or food. That the contagium of 
tubercle is capable of generalisation, as are the contagia of small- 
pox and syphilis, is shown in the common production of general 
miliary tuberculesis by inoculation of the lower animals and by the 
cases not infrequently met with in the human being in which 
patients die as of an acute fever in consequence of the nearly 
simultaneous development of miliary tubercles throughout the 
organism. But, on the other hand, these are exceptional cases, 
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and tubercle is, to a large extent, a local disease and remains 
localised. This tendency to localisation is observed in the case of 
lupus, which for years may continue to spread over the skin and 
yet never be followed by tuberculosis of internal organs, in the 
case of scrofulous glands in the neck and elsewhere, in the 
case of tubercular peritonitis, and even in the case of ordinary 
pulmonary phthisis, in each of which the disease may be, and often 
is, limited to the organ primarily affected. Still, m all such cases, 
there is the possibility of generalisation ; and we often meet with 
abundant evidence of its supervention. The tendency of tubercle 
to become quiescent, with the potentiality of assuming an aggres- 
sive character after some indefinite period, is not uncommonly 
illustrated in the course of clinical experience. Thus we may 
find an apparently effete tubercular mass in the lung become the 
centre of a swarm of miliary tubercles, and at the same time 
the source of a fatal outbreak of tubercular meningitis; or an old 
tubercular kidney, which had long ceased to cause symptoms, the 
apparent centre of an explosion of tubercular mischief. 

It is obvious, then, that, while syphilis in its case-history has 
close resemblances to various other diseases, it has striking cha- 
racteristic features of its own which distinguish it from all others, 
and especially that all its different stages do not correspond to all 
the different stages of those diseases to which it seems most 
closely allied. Further, syphilis, like all other specific infectious 
diseases, retains its specific quality throughout its whole career. 
In all its stages it is still syphilis, and the specific lesions of its 
primary, secondary, and tertiary stages, as also those of the con- 
genital form of the disease, are all irritative or inflammatory growths 
determined by the actual presence in them of the specific living 
organisms which are its cause. Again, syphilis, like all other such 
diseases, has a specific proclivity to attack certain tissues and 
organs in preference to others, a proclivity which is largely deter- 
mined by relative suitability of soil. And I take it that the 
differences in this respect which distinguish the secondary and 
tertiary stages are due simply to modifications in this suitability 
which have resulted from the protective or modifying influence 
exerted over the tissues during the former of these stages; and 
further, that the distinctive features of inherited syphilis are due 
in different degrees to the operation of the same cause, to differ- 
ences of vulnerability of the foetal tissues as compared with those 
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of the adult, and to interference with the developmental changes 
which are going on in early life. | 

It is very important for the aceurate delimitation of syphilis 
to bear in mind that it, like other diseases, and indeed more than 
most, is apt to be complicated and obscured by other disorders and 
to be followed by sequele which, though having no specific con- 
nection with it, have been largely—and still are sometimes— 
regarded as essential parts of it. Thus formerly, and even in my 
own early days, before antiseptic treatment had been introduced, 
and when cases of venereal disease were aggregated in special 
wards, erysipelas, phagedena, and hospital gangrene were frequent 
accompaniments of primary syphilis; and even now such compli- 
cations are not uncommon. But there is no doubt that these are 
not truly syphilitic, but are due simply to the accidental inoculation 
of the local sores with other pathogenic organisms. Precisely 
similar accidents are likely to attend the so-called natural cow- pox 
as it appears in the cow, and hence the local lesions in that affec- 
tion not uncommonly present much virulence of inflammation—a 
phenomenon which has misled scientific anti-vaccinationists into 
the belief that the original cow-pox was a virulent and untamed 
malady, instead of being, as pure inoculations prove it to be, a 
mild and comparatively insignificant disorder; and that when 
similar accidents attend ordinary vaccination they are due to the 
tendency of cow-pox to revert to its supposed original malignancy. 
By sequelw I mean not lesions arising out of syphilis and still 
harbouring the specific contagium, and capable, therefore, of 
rekindling or spreading the disease, but morbid conditions due to 
damage inflicted on regions or tissues by the direct influence of 
the specific poison, and remaining over, as it were, after the specific 
element has died out. I refer to such conditions as lardaceous 
changes in various organs, damage inflicted on the bones of the 
head or nose, on the eyes and ears, and probably, also, a constitu- 
tional weakness of certain tissues, rendering them unduly liable 
to degenerative and other changes and to the influence of other 
morbific poisons. 

Before completing this introductory part of my lecture, I 
should like to make a few remarks on the communicability of 
syphilis. So far as we know, it is only imparted by direct inocula- 
tion, and is contagious, therefore, in the restricted meaning of that 
term. At the same time the contagium of the disease is pre- 
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sumably an extremely minute living organism, and infests the 
specific sores and their discharges; and it may be worthy of con- 
sideration whether it might not, under certain conditions—as, for 
example, when the mouth and throat are the seat of disease—be 
communicable by the breath or through the air. There is no 
doubt that we meet with cases of constitutional syphilis the 
source of which appears to be inexplicable. That it is usually im- 
parted by inoculation of the sexual organs is, in a sense, an acci- 
dent, due largely to the fact that the primary sore is not in all its 
stages necessarily a cause of serious discomfort to its owner or pre- 
ventive of sexual congress, and that in the act it becomes freely 
applied to a delicate, readily inoculable mucous surface. If the 
local manifestation of cow-pox extended over as long a period as a 
chancre does, and were attended with as little intensity of in- 
flammation, there is no reason why cow-pox might not be per- 
petuated as a venereal disease. 

Judging from the analogies afforded by other infectious febrile 
disorders, and from pathological observation, it may be assumed 
that the syphilitic virus accumulates, not only in the primary sore 
and indurated glands, but also in all the secondary lesions, in- 
cluding those of the skin and mucous membranes and in the 
localised growths of the tertiary stage, and that equally from all 
of these successful inoculations might be made. It may be assumed, 
also, that during the secondary stage, when the virus is being dis- 
tributed by the blood, this fluid and tissues, which are not liable to 
be, or are not, the seats of specific implication, are also infective, 
though, for obvious reasons, much less potently and much less cer- 
tainly infective than are the parts wherein the virus has taken 
root and is growing. During the primary stage, however, and 
during the period of quiescence which often separates the secondary 
from the tertiary stage and even during the continuance of tertiary 
symptoms, the blood and tissues not specifically affected probably 
remain innocuous. It is, of course, indisputable that, during its 
primary and secondary stages, syphilis is virulently contagious ; 
and the explanation is obvious. But it is, I believe, largely held 
that syphilis in the tertiary form is not contagious. This I cannot 
admit. I am free to acknowledge that syphilis in this period of 
its career is far less frequently communicated than it is at any 
other stage; but this is due to the fact that the specific lesions 
are at this time, as in the first stage, localised, and, for the most 
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part, so localised (often in internal organs) as to afford little, if 
any, opportunity for successful inoculation. : 

I will venture to quote briefly two cases which, though perhaps 
they may not be generally regarded as absolutely conclusive on 
the point, seem to me to constitute a weighty indictment against 
the innocence of tertiary syphilis. The first was a very sad case. 
A young medical friend of mine, a man of undoubted respectability 
and honesty, married a young lady of unimpeachable character 
and wholly free from taint of inherited syphilis. This was three 
or four and thirty years ago. He was at the time, and had been 
for some years previously (during which time I had known him), 
in excellent health. But I was aware that during all this time one 
of his testicles had been enlarged, and occasionally had troubled 
him a little. Ido not think he ever consulted me about it or that 
I ever saw it; but he spoke of it occasionally, and attributed it to 
an injury he had received some years before while riding. His 
wife, shortly after marriage, became enceinte; and when about 
half the time of pregnancy had been accomplished she became 
covered with an abundant and quite typical secondary syphilitic 
raso, which subsided in the course of two or three months under 
specific treatment. The foetus died im utero about a month before 
the full time, and was born with abundant evidence of syphilitic 
disease. She remained free from rash until, after a few months, 
she became pregnant the second time; then at about the corre- 
sponding period the symptoms of secondary syphilis recurred, and 
again subsided under appropriate treatment. ‘The second child 
was born at term and appeared fairly healthy, but within a week 
or two developed severe constitutional syphilis, and died there- 
from when it was six weeks or two months old. The mother 
died a few weeks afterwards from phthisis, of which she had first 
shown symptoms during the latter part of her first pregnancy. 
She had never previously manifested any phthisical tendency, and 
all her immediate relatives were and have remained free. I think 
there can he no doubt that disease localised in the enlarged testicle 
was the source of contagion. The second case also concerns an old 
friend of mine. A married man, who has never had any family, 
inoculated himself accidentally with syphilis. Within less than a 
year the disease affected his brain, and he became hemiplegic. He 
recovered, however, in the course of a few months, and has re- 
mained free from specific symptoms ever since, and is in a sense 
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fairly well. About seven years afterwards his wife, who had never 
shown any signs of such disease previously, consulted me fora 
characteristic attack of syphilitic roseola and sore throat. From 
this she recovered quickly under the influence of iodide of potas- 
sium and mercury, and she remains well. I may add that the 
gentleman’s disease was not of the genital organs, and that not a 
shadow of suspicion rests on the wife’s character. 

In endeavouring to arrange the material which I wish to bring 
before you in such a manner as to render it interesting, I confess 
that I have experienced some difficulty; partly because, while 
syphilitic lesions of the nervous centres fall into several well- 
marked categories, the symptoms resulting from them are by no 
means always or even generally so far distinctive as to allow of 
non-fatal cases being arranged in corresponding groups, and partly 
also because we cannot always be sure, even when aided by post- 
mortem investigation, that the cases which we are disposed to 
regard as syphilitic are really syphilitic or conversely. I propose 
not to meet these difficulties and overcome them, but to evade 
them ; and this I shall do somewhat roughly—first, by dealing for 
the most part with fatal cases, and considering them as far as 
possible under the heads of syphilitic disease of vessels, gummata, 
and inflammatory infiltration of tissues; secondly, by discussing 
instructive or interesting cases which did not prove fatal, or in 
_which the diagnosis was not verified by post-mortem examination, 
and by interpolating or adding such remarks or comments as the 
cases themselves suggest. 

Syphilitic arterial disease has been for many years past a well- 
recognised affection. None of the arteries are, so far as [ know, 
exempt from hability, although, according to our present know- 
ledge, some suffer in larger proportion than others. Both the 
aorta and the pulmonary artery may suffer, as also may any of the 
systemic branches sufficiently large to have received distinctive 
names; and there is abundant reason for believing that the smaller 
and even microscopic arteries are at least as vulnerable as their 
larger relatives. The syphilitic process may involve the entire 
thickness of the vascular walls, but it commences in the inner or 
outer coat, and always mainly implicates one or other or both of 
these. I suspect that its not infrequent commencement in the inner 
coat is due to direct inoculation by virus circulating in the biood, 
and am inclined to agree with Mr. Hutchinson that when the outer 
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coat suffers primarily it is from the fact that the vessel has become 
involved in lesions originating in the vicinity. Syphilitic disease’ 
causes thickening and irregularity of vessels, with tendency on the 
one hand to aneurysmal dilatation and rupture, and on the other 
to stenosis and more or less complete obstruction by thrombosis. 
The consequences which would naturally follow such conditions 
are derangement of circulation and impairment of nutrition in the 
parts to which the diseased vessels are distributed, with on the 
one hand softening or some equivalent change, and on the other 
hand hemorrhage, either from the rupture of a diseased vessel or 
in connection with diffused degeneration of tissue. It is curious 
that, although these syphilitic lesions are occasionally widely dis- 
tributed, they usually occur in lmited districts, the vessels else- 
where remaining wholly or for the most part healthy. Before 
proceeding to quote characteristic cases of the association of 
cerebral symptoms with syphilitic lesions of cerebral arteries, I 
will venture to bring before you three cases in which no doubt 
there were either central nervous lesions or symptoms referable 
to the nervous centres, but in which these were of secondary if not 
trivial importance. Their main interest, indeed, depends on the 
fact that they furnish admirable illustrations of the characters and 
consequences of advanced syphilitic arterial disease. 

The first of these was brought before the Pathological Society 
by Dr. Walter Edmunds on May 3rd, 1892. The patient was a 
man aged 36, who came under Sir William MacCormac’s care on 
account of an aneurysm on the right side of the neck, which had 
been rapidly increasing in size. He had a few days before admis- 
sion been seized with a sudden attack of faintness, and after 
admission the mere handling of the tumour frequently brought on 
similar attacks. Owing to this circumstance, to the belief that 
his arteries were extensively diseased (for no trace of pulsation 
could be felt in any of the arteries of either upper extremity, and 
there was a loud basic systolic murmur), and to the fact also that 
the patient was exceedingly ill, it was decided not to attempt any 
operative procedure. I was consulted in the case and concurred in 
this decision. The patient had had well marked syphilis twelve 
years previously. He died comatose twelve days after admission. 
The heart was large and the pericardium adherent by easily 
broken-down adhesions. The valves were healthy. A gumma 
about 2 inches in diameter projected from the groove between the 
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right auricular appendage and the pulmonary artery. The whole ~ 
of the thoracic aorta, including the arch, was enormously thickened, 
all the coats being involved, but the outer coat much more so than 
either of the others. In places they were collectively more than 
eight times as thick as natural. The thickening extended along 
the innominate and right subclavian, the latter of which would 
only admit of the passage of a bullet probe. The right common 
carotid was healthy, but the right internal had springing from it 
near its origin a globular aneurysm about 25 inches in diameter. 
The left common carotid was diseased and only admitted a bullet 
probe, and the left subclavian about an inch from the aorta ended 
in an impervious fibrous cord. The cerebral and abdominal 
arteries were all healthy, and no other visceral syphilitic lesion 
was discovered. 

The second case was exhibited before the same Society and on 
the same evening by Dr. Herbert Hawkins. It was that of a girl, 
aged 11, who was admitted into St. Thomas’s Hospital suffering, 
it was supposed, from acute nephritis. After experiencing one or 
two-short attacks of illness, probably due to infarction of the lungs, 
' she was observed on February 7th to have swollen and cold legs 
and a few days later swelling of the face. She was admitted on 
the 20th, being at this time extremely ill. She had general 
dropsy, was passing very little urine, which contained a small 
quantity of albumen but no casts, and there was evidence of pul- 
monary congestion. Subsequently she passed a little blood on 
one occasion with her urine, which continued for a time to be 
very scanty. But during the last four days of her life it became 
fairly abundant and ceased to be albuminous; the lower part of 
her lungs became solid, her pulse of high tension, she presented 
the Cheyne-Stokes breathing, and died (apparently from uremic 
poisoning) on March 2nd. At the post-mortem examination gross 
disease was found in nearly all the arteries of the body. The first 
part of the aorta was studded with grey translucent spots and 
patches, from the size of a split pea to that of half a crown, and 
for a length of 3 inches, immediately above the bifurcation, the 
thickening was so great that the channel barely admitted a bullet 
probe. Similar patches were observed in the common carotids 
and subclavians, in the left internal carotid as it entered the 
cranial cavity, and in the right internal carotid involving the 
origin of the middle cerebral. There was similar disease through- 
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out the pulmonary arterial system. The renal arteries towards 
their entrance into the kidneys were completely obstructed by 
clots, which were old and white at the periphery, but red and 
comparatively recent centrally. There was an old infarct in one 
kidney, but neither organ showed any evidence of nephritis. The 
liver presented a patch of peritonitic thickening and was rather 
large. The spleen was large and firm and its capsule thick and 
covered with old adhesions. The lower and back parts of both 
lungs were consolidated and contained large infarcts. There was 
hemorrhage into each lateral lobe of the cerebellum, the clot in 
each case being the size of a hazel nut. No history of syphilis 
was elicited and the teeth were quite normal. There can be no 
doubt, however, that the lesions in this case were the result of 
congenital syphilis. 

The next case is one which I exhibited before the Pathological 
Society on April 1st, 1856, as an example of aneurysmal dilatation 
of the coronary arteries of the heart. The patient was a sailor, 
aged 22, who was admitted to hospital for what was supposed to 
be fever, to which paraplegia succeeded, and who died at the end 
of three months apparently from exhaustion. The case was not 
under my care, and I can give no further clinical details concerning 
it. The pericardium was healthy. The heart was somewhat en- 
larged ; and in the course of the arteries ramifying over its surface 
were observed a number of nodules, isolated and in strings, and 
individually from the size of a pea downwards, the nature of which 
at first sight was not very apparent. Dissection, however, showed 
that they were aneurysmal dilatations of the trunks and branches 
of the coronary arteries. In some situations the vessels presented 
an irregular sacculated condition, involving them from $ inch to 
2 inches of their length, and in some instances continuous series 
of vessels were affected. The parietes of the dilated parts were 
thick, firm, and apparently consisting of dense fibroid tissue. 
Some were empty, others were filled with adherent, tough, buff- 
coloured clots. The muscular walls of the heart and its valves 
were healthv, as also was the arterial system generally. There 
were several rather large patches of pulmonary apoplexy in the 
right lung. The liver and spleen were congested. The kidneys 
were of normal size, but the cortical substance of each was thickly 
studded with buff-coloured patches and dark red-coloured tracts 
which seem to have resulted from hemorrhage occurring at dif- 
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ferent times. I have described the brain and spinal cord as 
healthy. 

I am not aware that at this time (thirty-six years ago) any 
suspicion was entertained that the arterial system was apt to 
suffer in the course of constitutional syphilis; neither was it then 
the custom to examine the texture of the nervous centres so critic- 
ally as has been done of recent years. Considering, however, that 
the patient died paraplegic, I have now httle doubt that morbid 
changes might have been discovered in the cord had it been 
treated and examined by modern methods. No history of syphilis 
is recorded in this case; but there is also no reason to believe that 
any suspicion of syphilis was entertained while the patient was 
under treatment or that he was ever questioned on the subject. 
But I have for many years now regarded the specimen which I 
bring before you as a typical example of syphilitic disease of the 
coronary arteries, and the case as one in which paraplegia was 
due to similar disease of the smaller arteries distributed to the 
cord. 

In the following year, November 3rd, 1857, Dr. Peacock and I 
showed a case at the Pathological Society which seems to me to 
be of singular interest. It was that of a pitman, aged 35, whe 
had been admitted under Mr. Le Gros Clark’s care for hydrocele. 
This was tapped, and the testicle was then found te be much en- 
larged. Three or four days after admission he began to lose the 
use of his right arm, and subsequently his speech became affected. 
It was then ascertained that six months before admission he had 
had a fit, followed by paralysis and failure of sight, from the effects 
of which he had in great measure recovered. The patient was now 
transferred to one of Dr. Peacock’s beds. At this time he appeared 
to be intelligent, but his speech was imperfect, his mouth was 
drawn to the left, and he had almost completely lost the use of his 
right arm, but he could move his legs freely. There was no anes- 
thesia. The pupils were widely dilated, more especially that of 
the left eye, and scarcely responded to light. He could swallow 
solids but not fluids. He improved a little for a few days. But 
twenty days after admission into the medical ward he had a fit 
and became comatose, in which condition he died two days later. 
The calvaria and dura mater were healthy, the subarachnoid fluid 
scanty. The large veins ramifying over the surface of the brain 
were distended with blood, but there was little capillary congestion. 
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The substance of the brain was everywhere of normal consistence 
and colour. The ventricles contained but little fluid. The 
basilar artery in nearly its whole length was white, opaque, 
and solid; its canal was occupied by a cylindrical body, the 
anterior extremity of which was rounded, while the posterior 
was bifid and formed a nipple-like projection into each vertebral 
artery. This body was hollow and contained a little colourless 
fluid, but its parietes were tough and greyish and adherent 
to the arterial walls. The adhesions, however, were neither 
dense nor universal ; and it seemed possible that there was space 
for a little blood to pass between them. The cerebral portions of 
the internal carotids had not more than half their normal dia- 
meter; and both they and their branches for a length of half an 
inch were blocked up by solid adherent coagula of old formation. 
All the other arteries at the base were healthy and contained 
either fluid blood or soft coagulum. The heart was large, but its 
valves were healthy. There was a small hydrocele on the right 
side, and the corresponding testicle was in a state of chronic in- 
flammation. All the other viscera were healthy. 

This case is remarkable from the fact that at the necropsy all 
the main arteries at the base of the brain appeared to be com- 
pletely obstructed by old coagula; and the puzzle as to how the 
cerebral circulation and the normal consistence of the brain had beer 
maintained seemed insoluble. I can only suppose that the brain had 
been imperfectly supplied through the agency of the partially ob- 
structed basilar and the circle of Willis, and that his final seizure 
was connected with some increase of obstruction taking place here 
at the time of his last fit. It seems odd to me now that I seem 
to have had no suspicion that the arterial disease was syphilitic 
either when the case was exhibited, or a year later, when I read 
‘before the same Society a paper entitled ‘‘ An Analysis of Seven 
Cases of Obstruction of the Cerebral Arteries,” in which I not 
only included this case, but quoted two others with a definite his- 
tory of syphilis, and ventured to suggest of them that the arterial 
disease was syphilitic. It is true that no history of syphilis was 
obtained, and obviously no suspicion of it was excited by the con- 
dition of the testis. I have no doubt now that the affections of 
the testis and of the arteries were both syphilitic. 

One of my two supposed syphilitic cases just alluded to is nar- 
rated at some length in the tenth volume of the ‘ Transactions of 
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the Pathological Society,’ p. 21. The patient was a steam-packet, 
engineer who was admitted to hospital on January 4th, 1859. He 
had had three fits: the first some years previously, the second 
18 months before admission, and the last eleven days. He had 
continued to follow his employment (although after the second 
fit he had become liable to headache and vertigo) until the occur- 
rence of the third, which was followed by partial left hemiplegia 
and indistinctness of speech. On admission he was still suffering 
from hemiplegia and thickness of utterance, and appeared im- 
becile. While under treatment the imbecility increased, and he 
became troublesome and spiteful, and on one occasion threw his 
feeces at the Sister. On February 25th he passed into a comatose 
condition and remained thus for twenty-seven hours, when he died. 
No history of syphilis was noted. At the post-mortem examina- 
tion, however, the scars of ulcerated buboes in the groins were 
observed. On removing the calvaria the dura mater over the 
greater part of the upper and lateral aspect of the left anterior 
cerebral lobe was found to be thickened, rough, and a little con- 
gested, the corresponding surface of bone being rough and softened. 
The surface of the brain generally was healthy, though a little 
congested, but the dura mater in the region before indicated, and 
in an area of about 8 square inches, was firmly adherent to it 
by means of a layer of fibroid tissue in which, and partly in the 
subjacent brain, were embedded two or three tough, opaque, white, 
fibrous masses from the size of a hazel-nut downwards; the grey 
matter corresponding to the adhesions was softer than natural, 
and in places had wholly disappeared; in the anterior part of the 
left corpus striatum was an imperfect cyst, apparently of hemor- 
rhagic origin, and about as large as a hazel-nut; the anterior half 
of the right corpus striatum was congested and much softened ; 
the rest of the brain was fairly healthy ; the left internal carotid 
and its branches for about an inch were buff-coloured, and looked 
atheromatous, and on slitting them up they were found to be filled 
with adherent cylinders of tough, old coagulum; the other vessels 
were healthy ; the heart and lungs were normal; the liver was 
attached to the diaphragm by numerous old adhesions which cor- 
responded for the most part to deep fissures in the surface of the 
organ, and these in their turn corresponded to cicatrix-like tracts 
in the substance of the liver, embedded in some of which were 
small, knotty tumours ; all the other organs were healthy. 
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- I remarked of the case that “it was exhibited chiefly in refer- 
ence to syphilitic disease of internal organs which had been several 
times brought under the notice of the Society by Dr. Wilks and 
other observers. The kind of deposit supposed to result from the 
syphilitic poison was recognised both in the liver and in the brain.” 
Later, in the same volume, when I again referred to this case 
amongst my group of seven, I spoke of it and one other case, which 
I shall not now quote, in the following words :—‘“ In two of the 
cases the patients had suffered from well-marked syphilis. Is it 
possible that the secondary cachexia of this disease is capable of 
producing the condition of cerebral arteries under consideration ?” 
I may add that even at this time what are now known as gummata 
of internal organs were by no means generally regarded as 
syphilitic, and that, so far as I know, syphilitic disease of arteries 
was not recognised. Indeed, I may point out, as showing how little 
this latter lesion was suspected of having any association with 
syphilis, that even our President, in his excellent article on 
constitutional syphilis, which appeared seven years later in 
““Reynolds’s System of Medicine,” makes no allusion whatever to 
the subject. | 
In the sixteenth volume of the Transactions I published another 
case. J. C——, a carpenter, aged 27, came under my care on May 
2nd, 1863. He had contracted syphilis four years previously and 
had had secondary eruptions at intervals since. He had been 
attacked four days before admission with pain in the head and 
giddiness without loss of consciousness, and at the same time lost 
power in theright arm and inthe legs. On admission he was quite 
sensible, but his speech was imperfect. He complained of giddi- 
ress and of aching in the shoulders. His right arm was powerless 
and his mouth was drawn to the left. His legs appeared fairly 
normal. ‘There was no anesthesia or affection of the special senses, 
and his pupils acted to light. He became drowsy some days after 
admission, but there was no material change in his condition until 
the morning of the 16th, when, after complaining of pain in his 
head, he suddenly became insensible. He never recovered com- 
plete consciousness, but would now and then respond by opening 
his left eye when shaken or spoken to loudly. The pupils were 
equal and acted to light. The left arm lay limp and entirely 
without motion, but all the other lmbs, including the previously 
paralysed right arm, presented occasional slight convulsive move- 
ve 
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ments. During the last few days of life he was completely coma- 
tose, his convulsive movements ceased, and his eyes became 
divergent. He died on May 28th. The skull and dura mater 
were healthy. The arachnoid was somewhat opaque and there was 
a little turbid fluid in its cavity. The pia mater was slightly con- 
gested. The arteries at the base were healthy with the exception 
of the right middle cerebral, which was completely obstructed by 
a firm decolorised clot. The middle lobe of the right cerebral 
hemisphere was softened and the grey matter in parts congested, 
in parts paler than usual, and yellowish. The left corpus 
striatum presented a cavity about 4 inch in diameter, contain- 
ing turbid fluid and bounded by vascular walls. The heart was 
healthy, the lungs pneumonic in their lower lobes, The capsules of 
the liver and spleen were thickened in patches, but otherwise these 
organs were normal. The kidneys were small, and presented a 
few irregular depressions on the surface. I remarked of the case 
that it was interesting as furnishing an example of obstruction by 
clot of one of the middle cerebral arteries without any discoverable 
source of embolism, and from the fact that the patient had, to 
within a short time of his last illness, suffered from syphilis, which 
I had already shown to be a not improbable cause of such obstruc- 
tion. I remarked, further, that the obstruction of the right middle 
cerebral must have been the cause of the sudden aggravation of 
symptoms, with paralysis of the left arm, which took place twelve 
days before death ; and that his original attack of right hemiplegia 
must be associated with the presence of the cyst discovered in the 
left corpus striatum. It seemed to me doubtful whether this had 
resulted from hemorrhage or softening, but I thought it probable 
that in either case it had been determined by disease of some of 
the minute terminal branches of the left middle cerebral distributed 
to the affected region. 

Since the case just narrated was published, now nearly thirty 
years ago, I have naturally seen many other cases of syphilitic 
disease of the cerebral arteries, in some of which the arteries were 
alone implicated, in more of which the arterial disease was com- 
plicated with gummata, and amongst them two cases under my 
care, which were published as Cases 1 and 2 by Dr. Greenfield in 
his communication to the discussion on visceral syphilis recorded 
in the ‘ Transactions of the Pathological Society’ for 1877. But 
there is naturally a certain amount of sameness in cases of cerebral 
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arterial disease, and I shall content myself, therefore, with devoting 
the remainder of this lecture to the consideration of a case or two | 
in which the disease was limited to the basilar or its branches, and 
in which the pons or neighbouring parts had undergone softening. 
I published a paper on this subject in the ‘Lancet’ of July 7th, 
1883. The cases quoted therein were six in number, of which only 
two were certainly syphilitic; but I strongly suspected, though I 
had no proof, that two or three of the others were of the same 
nature, 

The first undoubtedly syphilitic case was that of a young man 
aged 33 who had contracted a chancre exactly six months before 
his death, and who was suffering from secondary symptoms in the 
form of psoriasis when his fatal illness seized him. Excepting for 
his secondary symptoms he had enjoyed good general health until 
within three or four weeks of his admission. He was then attacked 
with occipital headache, which was followed in the course of two 
days by frequent vomiting. He was admitted on April 16th, 
1872, at which time he was still suffering from headache and 
presented abundant traces of his syphilitic rash. Two days after 
admission he began to ramble a little and to be troublesome; and 
the next morning it was noticed that his pupils were contracted, 
his conjunctive congested, and his left eyelid drooped slightly. 
Five days later, when he awoke in the morning, he was found to 
be hemiplegic on the left side; and after another four days it was 
noticed not only that the left lid still drooped a little, but also that 
there was paralysis of all the muscles of the right eye, excepting 
the superior oblique. Meanwhile the patient was becoming more 
and more drowsy and stupid; and he died the fourth day after the 
paralysis of the muscles of the right eye had declared itself— 
namely, on May 2nd. Notwithstanding the fact that the first 
evidence of brain disease had shown itself in less than five months 
after he had contracted syphilis, it was naturally assumed that the 
patient was suffering from cerebral syphilis, and he was treated 
accordingly. Further, it was not difficult to speculate from the 
symptoms as to whereabouts the cerebral lesion would be found, 
The left-sided hemiplegia pointed to involvement of the motor tract 
issuing from the right hemisphere of the brain; and that the part 
directly implicated was the right crus cerebri, or the contiguous 
portion of the pons, had been foreshadowed by the slight ptosis 
observed in the left upper eyelid, This surmise was confirmed 
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when a few days later total paralysis of the right 3rd nerve was 
added to the other phenomena. At the post-mortem examination 
there was found syphilitic thickening, with obstruction by clot, of 
the right posterior cerebral artery, and consequent softening, with 
more or less disintegration in patches of the right crus cerebri and of 
some of the neighbouring parts to which this artery is distributed. 
The paralysis of the right 6th was no doubt due to thickening of 
the membranes observed at the base of the brain; and the very 
partial paralysis of the left 5rd was connected with some 
thickening of its trunk. It may be assumed that the patient’s 
early and comparatively vague cerebral symptoms were caused by 
the disease of the arterial walls and shght associated inflammation 
of the membranes in the neighbourhood, that the hemiplegia took 
place when the channel of the posterior cerebral became suddenly 
occluded, and that the right 3rd nerve got involved as the area of 
softening extended. Beyond considerable excess of fluid in the 
ventricles there was no further sign of disease in the head; the 
abdominal and thoracic organs were all healthy. 

The second case was that of a young man aged 27, who had had 
primary syphilis about two years before the symptoms of cerebral 
disease arose. He was admitted under my care on December 24th, 
1881. For three weeks he had complained of pain in the frontal 
region, which had become more severe during the last two days. 
There had been no sickness. During the night of the 23rd he was 
seized with almost complete hemiplegia of the left side, associated 
with rigidity of the arm and leg, inability to speak, and well- 
marked paralysis of the 3rd nerve on the same side. On admission 
he was still partially unconscious; the pupils were dilated and 
equal; there was external strabismus of the left eye and ptosis of 
the left eyelid; the mouth was drawn slightly to the right, the 
tongue was protruded markedly to the left ; he was unable to speak, 
but seemed to understand what was said to him and indicated that 
he suffered from pain in the frontal region ; no difficulty of swallow- 
ing; the left arm was flexed at the elbow and lay across the chest, 
and the hand was closed; the whole limb was rigid and completely 
paralysed ; the left leg also was rigid but extended, and he retained 
slight power over the movement of the toes ; the patellar reflex was 
brisk on both sides, but more so on the left; no ankle clonus; 
plantar reflex almost absent on the left side; left leg colder than 
the right; no anzsthesia. The next day he had attacks of partial 
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unconsciousness, during which the head and eyes were strongly 
turned to the left. On the following day he manifested some re- 
turn of the power of articulation, and was evidently not aphasic. All 
signs of paralysis of the left 5rd, portio dura, and hypoglossal had 
disappeared, and the paralysed arm and leg had become limp. 
Three days later the urine, which from the beginning had to be 
drawn off, had become alkaline and offensive, and on that day his 
temperature reached 103°4°. After this the pulse increased in 
frequency, the temperature rose irregularly, and on one occasion 
he had a prolonged rigor ; there wasa slight return of the paralysis 
of tke left 3rd, facial, and hypoglossal; and the left arm and leg 
again became rigid. He then passed into a state of coma, and at 
the time of death (namely, noon January 4th, 1882) his tempera- 
ture had risen to 109°2°. The vessels of the pia mater were in- 
jected, but no trace of meningitis was discoverable. The posterior 
cerebral and some of the smaller arteries in the neighbourhood 
were much thickened, yellowish, and opaque, apparently the seat 
of syphilitic disease ; but the other and larger vessels were healthy. 
There was slight comparative softening of the left temporo- 
sphenoidal lobe, and the pons, which was somewhat smooth, was 
soft and semi-fluctuating. On incising this part, an irregular patch 
of broken-down brain substance was found to occupy the greater 
part of its rignt half, being separated from the surface and from 
the surrounding healthy substance by a zone of congested and ap- 
parently inflamed tissue. The rest of the brain substance was 
normal. No other impertant signs of disease were found. The 
post-mortem exarnination does not clearly explain the concurrence 
of left hemiplegia and slight paralysis of the left 3rd; but, on the 
other hand, the softening of the right half of the pons accounts both 
for the left herniplegia and the deviation of the eyes and head to 
the left. It is interesting in this case that, while some of the larger 
arteries at the base were diseased, they were not obstructed and 
that, while the pons was the chief seat of softening, the basilar 
artery was healthy. I suspect that in this case, as in some of the 
cases I have quoted, where there was manifest syphilitic disease 
of arteries at the base associated sometimes with obstruction, and 
where patches of softening were found in regions with which these 
diseased arteries had no connection, the softening was due to ob- 
structive disease of the smaller vessels ramifying in the softened 
district. 
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LECTURE II. 


Mr. Presippnt AND GENTLEMEN,—Before bringing my remarks 
on syphilitic disease of the arteries of the brain to a conclusion, I 
wish to place before you two cases, as I believe, of this affection, 
In one case the symptoms resembled those of general paralysis of 
the insane, and in the other the main symptoms were those of 
chronic dementia. A carman, aged 33, came under my care on 
November llth, 1889. His family and personal history were 
both good, and he did not acknowledge that he had at any 
time had syphilis. His ilIness began in July with pain referred 
to the back of the head. This soon became constant, though 
liable to exacerbations, and associated with sleeplessness and 
low spirits. In the course of a month or two he began to find 
some difficulty in writing, and a little later tremulousness of the 
hands and lips was observed, his speech became affected, and his 
memory began to fail. On admission he was still suffering from 
all the symptoms above enumerated. He answered questions 
sensibly; but his speech was slow and hesitating, and attended 
with slight tremors of the lips, specially noticeable at the begin- 
ning of words. The tongue also was slightly tremulous. His 
pupils were unequal, the right being the larger, but acted to light 
and accommodation. There was no strabismus or nystagmus, and 
the fundi were normal. His hands were markedly tremulous. He 
wrote slowly and hesitatingly and his handwriting was shaky. 
He could walk without difficulty, could stand with eyes shut, and 
turn readily. The tendon and plantar reflexes were very brisk. 
There was no paralysis and no impairment of the senses, and the 
abdominal and thoracic viscera appeared all to be healthy. Fora 
few weeks there was no material change in the patient’s condition. 
Early in December, however, he became more and more stupid and 
drowsy, restless (mainly at night), frequently attempting to get 
oat of bed for no obvious purpose, and needing a special attendant; 
his speech, still attended with tremor of the lips, became unintel- 
ligible, his muscular strength failed generally, and he passed his 
evacuations without control. It was thought at this time that the 
right side generally was a little weaker than the left, and that the 
mouth was drawn to the left. There was knee-clonus on the 
right side. He continued for a couple of weeks to get worse 
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physically and mentally, passed into a state of almost complete 
coma, and it was thought that the fatal end was approaching. © 
But at the end of this time he began, almost imperceptibly, to 
mend, and in the course of another week was better and brighter 
than I had ever seen him. The improvement.was maintained, and 
on January 20th he was discharged in much better health than 
when he was admitted. Indeed, but for slight hesitation in his 
speech, tremors of lips and hands, and inequality of pupils, he 
appeared to be a healthy man. All traces of the suspected right- 
sided paralysis had disappeared. It may be added that during his 
residence in hospital his temperature ranged for the most part 
between 99°2° and 101°4°, and that he was treated with iodide of 
potassium and mercury. 

The man was readmitted on March 15th, 1890. It appeared 
that for three weeks after leaving the hospital he had remained 
fairly well, but that then his headache returned, he became dull, 
taciturn, and stupid, and took to his bed. On admission he was 
semi-comatose, his face was expressionless, he took little or no 
notice of what was going on, and answered questions only in 
monosyllables; his pupils were still unequal (the left being now 
the larger) but acted to light and accommodation, and the fundi 
were normal; his lips trembled in speech, and his hands were 
tremulous. He could stand, and even walk totteringly with assist- 
ance; the tendon reflexes were extremely brisk. He remained 
under treatment for eleven days, during which time he got into 
the same state as he had been in when at his worst in his previous 
illness, but towards the end of this period it was observed that 
his left arm and leg were becoming decidedly weaker than their 
fellows, and that his eyes diverged. His temperature during this 
time varied between 95°4° and 98°. On the 26th he passed into a 
state of complete coma, and his temperature (which had been 99°8° 
the evening before) rose from 102° in the early morning to 106° at 
4 p.M., shortly after which he died, 

The resemblance of this case to one of general paralysis was 
obvious during life, but it was not a typical case, and notwith- 
standing the absence of syphilitic history it was suspected to be 
syphilitic and treated accordingly. The necropsy therefore was 
looked to with interest. There were no external marks of disease. 
The calvaria was unsymmetrical owing to considerable thickening 
of the bone overlying the right fissure of Rolando; this thicken- 
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ing caused not only external prominence, but also encroached on 
the cavity. The dura mater and sinuses were normal. There was 
considerable excess of subarachnoid fluid over so much of the con- 
vexity of both hemispheres as corresponded to the following con- 
volutions, which were manifestly wasted: the posterior half of 
the lst frontal, the posterior end of the 2nd frontal, the upper 
two-thirds of the descending frontal, and the upper third of the 
ascending parietal. There was also considerable jelly-like cedema 
at the base of the brain, embedding the basilar artery, the circle of 
Willis, and the optic chiasma. There was no recent meuingitis, 
but the opposed surfaces of the frontal lobes were strongly ad- 
herent. The substance of the brain generally was healthy in 
colour and consistency, but in the anterior end of the right optic 
thalamus there was a small recent hemorrhage with petechial 
spots around, the whole measuring about 4 inch across, and a 
similar patch, the size of a pea, was found just under the grey 
cortex near the hinder extremity of the right fissure of Sylvius. 
The basilar artery was diseased from end to end, the walls much 
thickened, white, fibrous, but not calcified, and it was lined 
throughout with an adherent layer of old decolorised clot, which 
peeled off like a diphtheritic membrane. The first inch of each 
middle cerebral was similarly diseased, but contained no ante- 
mortem clot. The spinal cord and membranes were healthy. 
Beyond slight atheroma of the first part of the aorta and con- 
gestion of the base of both lungs no further disease was dis- 
covered. 

The second case was that of a married woman, aged 46, who 
came under my care on February 24th, 1887. There was no 
history of antecedent illness. About two years previously she 
began to suffer from headache, and some change in her mental 
condition was observed. Twelve months later she consulted 
Mr. Bell-Irving for shooting pains in the back of the head and in 
her arms. A fortnight after this she fell down in a fit, and 
remained semi-comatose for the next four days. After this she 
presented considerable physical weakness, with exaggeration of 
tendon reflexes and cloni in both lower extremities and tremulous 
movements in the right arm and leg, and she became forgetful 
and emotional. About seven weeks before admission she had a 
second fit, attended, like the former, with unconsciousness lasting 
for several days. After this fit her mental powers still further 


OF THE NERVOUS SYSTEM. 139 


deteriorated, the relative weakness of the right arm and leg 
increased, she suffered from attacks of headache followed by 
shivering, and her eyesight, which had been failing for a year or 
two, became much impaired. Her temperature while under 
Mr. Bell-Irving’s care never rose above the normal. On admis- 
sion, the patient was a thin woman, unable to give any account of 
herself, answering slowly and with hesitation, and soon stopping, 
either from confusing words or from uncertainty of memory. 
There were no obvious tremors of the lips. There was no facial 
paralysis, but the head was turned to the right, and there was 
conjugate deviation of the eyes in the same direction. Rotatory 
nystagmus was sometimes observed on both sides. The right 
pupil was larger than the left, but both pupils acted to light. She 
appeared to see obscurely, but could not count fingers. Both 
optic discs were atrophied; there was no definite paralysis of the 
limbs, but the grasp of the right hand was weaker than that of 
the left, and in standing or walking (which she would only 
attempt when strongly supported) she had a tendency to lean or 
fall to the right. No anesthesia; knee jerks brisk; ankle clonus 
on right side; pulse 104, small, tense; urine, specific gravity 1012, 
with a trace of albumen and a few hyaline casts. In the evening 
she had a fit, in which she was unconscious for a few minutes and 
was slightly convulsed. The temperature rose to 100°2°. During 
the next fortnight there was little change in her condition; she 
was generally drowsy, but at times fully awake, and although she 
was forgetful, weak-minded, did not know where she was, and 
suffered from delusions, would at these times generally answer 
questions readily and even flippantly, showing some sense of humour 
and readiness of retort. Occasionally she would get out of bed 
aud grope her way round it, and was apt whilst in bed to pick at 
things, especially with the right hand, and to sit up and turn 
round, mainly to the right, and to grope and fidget with her hands 
as though she were engaged in disentangling herself from things 
about her. The nystagmus and deviation of head and eyes con- 
tinued, but on one or two occasions the right eye was seen to turn 
in to the inner canthus. ‘The left never even reached the middle 
line. The pupils still acted to hght, but she had apparently 
become quite blind. The right hand still trembled when she tried 
to use it. When she stood she still had a tendency to fall to the 
right. She took food well, but never tried to help herself. She 
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appeared to have power over the rectum and bladder if she cared 
to exercise it, but for the most part she passed her evacuations 
incontinently. She had no headache or sickness, and her urine 
still presented a trace of albumen. Between March 12th and 24th 
she became fidgety and talkative, and at the same time the right 
arm became more tremulous than it had been, and the fingers 
clenched, and the grasp of the left hand became markedly feeble. 
During the next two or three days the paralysis of the left side 
gradually increased, the right arm at the same time becoming 
more rigid. It was noted too that the left pupil was larger than 
the right and did not act to light, and that the right eye still 
occasionally moved independently to the inner canthus. She was 
sick at times and gradually grew more and more drowsy and 
stupid. On October 24th the eyes were examined again. At this 
time the right pupil was the larger, both pupils acted to light, and 
the discs presented as before much grey haze at the margins, which 
could not be defined. On the 26th the muscles of the face 
quivered a good deal. On the 28th she was absolutely unconscious 
and lay with her mouth open, and was unable to swallow solid 
food, She was now evidently sinking; her pulse became rapid 
and weak; her respirations assumed the Cheyne-Stokes character ; 
her eyes twitched and still deviated to the right and presented 
rotatory nystagmus ; her tongue within her mouth was constantly 
jerking forwards and to the left at the rate of thirty-four in the 
minute; her temperature, which had been normal, rose to 103°8° 
shortly before death, but had fallen to 101°4° at the time of death, 
which occurred on the morning of March 29th, 

Necropsy.—Brain: The skull, dura mater, and venous sinuses 
were all healthy. The arteries were very atheromatous, and here 
and there were much narrowed. This was especially the case 
with both middle and both posterior cerebrals, certain parts of 
which were white and cord-like. The membranes about the optic 
nerves were opaque, but otherwise healthy. The brain generally 
appeared somewhat shrunken. Right hemisphere: The middle 
third of the ascending frontal convolution was softened to a depth 
of t inch. There was extensive softening of the inner aspect of 
the occipital lobe, reaching as far forwards as the internal per- 
pendicular fissure and involving in its whole thickness the cerebral 
substance lying between it and the posterior cornu of the lateral 
ventricle. A patch of discoloration without softening was found 
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in the optic thalamus. Left hemisphere: An area of softening— 
25 inches vertically by 1 inch horizontally—involved the occipital | 
lobe just behind the angular gyrus and the lower half of the 
superior parietal lobule and extended deeply. There were two 
patches of softening in the ascending parietal convolution, one 
+ inch above the fissure of Sylvius, the other adjoining the 
softened area in the superior parietal lobule. They were each 
about 4 inch in diameter. There was superficial softening of the 
upper part of the cerebellum to the left of the median line and of 
the lateral points of the lateral lobes. The softened tissues had 
entirely lost their normal characters, presenting yellowish dis- 
coloration in patches, and here and there small hemorrhages. All 
other parts of the brain were healthy. The heart weighed 16 ounces, 
its left ventricle was hypertrophied, and there was a Jittle thicken- 
ing of both aortic and mitral valves. The kidneys were granular 
and weighed together 7; ounces. No other disease was found. 

I admit that the opinion I have ventured to form as to the 
etiology of these latter cases may not vommend itself tio everyone, 
and that, as to the last especially, it may reasonably be held that 
the arterial disease was simply related to the contracted granular 
kidneys. But, on the other hand, the disease in both cases was 
limited strictly to the arteries of the brain, and in its character 
and distribution was practically indistinguishable from such as 
one meets with in syphilis. I must admit also that no history of 
syphilis was elicited in either case, but then some of the most 
typical and striking examples of tertiary syphilis that have come 
under my observation have been equally defective in the matter of 
history. I may further remark of the first case, that its duration 
of only eight months was very short for one of general paralysis of 
the insane. And I may here confess that as regards the second 
case my diagnosis as to the seat of disease was wholly at fault. 
Misled by the association of relative weakness of the right arm 
and leg with conjugate deviation of the eyes to the same side, I 
assumed that the patient had some softening or tumour in the 
pons; and when, finally, more definite paralysis struck the other 
side I was only confirmed in my error, assuming as I did that the 
disease in this part had spread laterally. It is not difficult, how- 
ever, to understand how extensive lesions of the surface of the 
brain and lesions lmited to the pons may be attended with 
symptoms of striking similarity. I have not taken the trouble to 
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tabulate all my cases of syphilitic disease of cerebral arteries; but 
the few which I have quoted confirm the views of those who 
hold that such disease may come on at any time after the general- 
isation of the syphilitic virus, in cases of inherited syphilis as well 
as in those in which the disease has been acquired, and independ- 
ently of age or sex influence. 

There are one or two points of interest presented by the cases 
I have adduced which seem to me to be deserving of consideration. 
It is, I believe, generally held that when one of the cerebral 
arteries becomes obstructed the district supplied by it undergoes 
softening and may become the seat of hemorrhage, and that the 
district thus affected, unless it be a very small one, never becomes 
reinstated. It is obvious, however, that this is a rule which is 
liable to exception; for in the remarkable case which I narrated 
in my last lecture, in which the intra-cranial portions of both 
internal carotids and their branches and the basilar were all 
obstructed by old clots, which, both from the history and post- 
mortem evidence, must have formed at different periods, there was 
no trace of softening or of any other pathological change in the 
nervous centres. J may add that cases are occasionally met with 
in which patients do recover perfectly from the effects of embolic 
obstruction of one of the cerebral arteries. It is an interesting 
fact also that whilst softening of brain-substance or hemorrhage 
was usually observed in distinct association with the obstruction of 
an arterial trunk or branch, similar lesions were by no means 
unfrequently present in regions the arterial service of which 
appeared to be sound. Thus, in Dr. Hawkins’s case, there was 
some disease in both internal carotids, the other arteries being 
healthy, but there was hemorrhage into both lateral lobes of the 
cerebellum. In my fifth case there were old obstruction of the left 
internal carotid and a cyst in the left corpus striatum, but there 
was also softening of the right corpus striatum, the arteries 
leading to which were healthy. In my sixth case the right middle 
cerebral was obstructed, and there was softening of the middle 
lobe of the corresponding cerebral hemisphere, but at the same 
time a cyst in the left corpus striatum. In my eighth case the 
posterior cerebral was thickened and reduced in calibre, and there 
was softening of the corresponding temporo-sphenoidal lobe, but 
there was softening also in the pons; and, lastly, in the second 
case, which I have cited to-day, there was, no doubt, the association 
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of widespread softening of cerebral and cerebellar tissue, associated 
with widespread disease of arteries, yet none of the vessels were » 
found to be actually obstructed, and softening was present in 
regions the arteries of which appeared to be wholly unaffected. 
The explanation I am disposed to offer of the phenomenon is the 
obvious one that the nutritive lesions were determined less by 
disease of the larger vessels than by disease of the smaller vessels 
leading to and ramifying in the affected districts, and that it is 
these latter which are often alone affected in particular districts. 
I base this view partly on the fact that such disease of the smaller 
vessels has been observed, partly on the difficulty there is in 
otherwise explaining the phenomenon, and partly on the con- 
sideration that it serves to link together cases which both on 
clinical and on anatomical grounds seem at first sight to have 
little connection with one another. I may also add that in Dr. 
Hawkins’s case and in my case of disease of the coronary arteries 
of the heart, there were infarcts in the lungs and in the kidneys. 
Now in neither case was there pysemia or source of embolism. 
But in Dr. Hawkins’s case there was blocking up of the renal 
arteries and disease of the ramifications of the pulmonary artery, 
to the presence of which the infarcts were doubtless attributable. 
In my case no such disease of pulmonary or renal arteries was 
discovered, but it seems to me reasonable to assume that the 
hemorrhage was determined by obstruction of the smaller or 
microscopic arteries. I have seen infarcts in the lungs and kidneys 
in other syphilitic cases. In connection with this subject, I ven- 
ture to recall a case which has been a puzzle to me ever since I 
made the post-mortem examination on it in 1852. It was that of a 
man aged 37, who was admitted with obscure febrile symptoms, 
and who died ultimately of pyzemia arising out of an intercurrent 
attack of cellulitis. There had, I believe, been no symptoms 
suggestive of brain disease. At the necropsy the brain and its 
appendages were found healthy, with two exceptions: the one 
being the presence of undue thickening and opacity of the sub- 
arachnoid tissue, the other that the minute arteries in the 
cerebellum and corpora striata were almost universally calcified 
and projected from the cut or broken surfaces like needles. Be- 
yond the evidences of pyzmia there were no traces of disease 
throughout the body. I have often wondered whether this condi- 
tion, unique in my experience, could have been a consequence of 


144 ON SYPHILITIC AFFECTIONS 


old syphilitic disease of vessels. JI by no means venture to commit 
myself to an opinion. I simply put a curious case on record and 
make a suggestion. 

This short discussion on the subject of syphilitic disease of the 
capillary arteries leads me to make a remark or two on syphilitic 
disease of the veins. I am not aware that any special attention 
has been given to this affection, and I confess that I have very 
httle to say about it. Mr. Hutchinson, in his book on ‘ Syphilis,’ 
gives a short acccount of “ periphlebitis as a consequence of 


syphilis,” and, without quoting his description, I may say briefly 


that I have notes of a case or two which probably belong to the 
same category ; especially that of a gentleman between 40 and 50 
years of age who had a chancre twenty-five years previously, who 
had had what he termed “boils”’ on his legs, leaving deep scars, 
some ten or fifteen years later, and, apparently originating about 
the same time, large varicose veins in one leg below the knee. 
He consulted me for a very serious syphilitic outbreak, limited to 
that leg, in which unquestionably the veins were implicated. I 
recollect also a very interesting case which I published some years 
ago of a man of middle age who came to me with symptoms 
suggestive of an intra-thoracic tumour. He had obstruction of 
the superior cava or both innominates, with great dilatation of the 
veins of the neck and of those in the thoracic walls, much conges- 
tion and cedema of the head and neck, and severe dyspnoea. But 
he had had syphilis, as was shown by ulcerative destruction of 
the palate, and he was cured speedily by anti-syphilitic treatment. 
I assume that in this case there were gummata about the base of 
the heart obstructing the veins either by pressure or by extension 
of disease into their walls. I may further point out that the 
cerebral venous sinuses are often similarly involved in the progress 
of gummatous affection of the dura mater. I cannot call to mind 
any case in which such obstruction has of itself led to any serious 
consequences; but I shall presently narrate a case in which the 
cavernous sinus appeared to have been obliterated. Dr. Hawkins’s 
case of apparently syphilitic obstruction of the renal arteries has 
brought to my recollection a case of thrombotic obstruction of the 
renal veins which may have been syphilitic (but of that you will 
be able to judge as well as myself), and is certainly worth re- 
cording. The case was that of a woman, aged 37, on whom 
I made a post-mortem examination in March, 1852. She had 
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tubercles in her lungs, but none anywhere else. The kidneys 
were much enlarged, measuring about 54 inches in length, 33 
inches in breadth, and 2 inches in thickness. Their surfaces pre- 
sented several irregular depressed blackish patches. On section 
the cortical substance was pale, succulent, and in many places reti- 
culated, as though the tissue had become rarefied and the inter- 
stices filled with serum. ‘They presented several opaque whitish 
circumscribed patches, which had the appearance of tubercular, or 
perhaps more properly of fibrinous, deposits, being firmer and less 
cheese-iike than the former,” and they corresponded to the depres- 
sions seen on the surface. The renal veins were much thickened 
and in their whole extent filled with old decolorised adherent 
clot. On tracing the branches into the kidney these, almost to 
their smallest ramifications visible to the naked eye, were simi- 
larly filled. The clots were prolonged from the veins into the 
cava, where they presented rounded ends which were turned up- 
wards in the direction of the blood-stream and came into contact 
with one another and partly blended. I gave a microscopic de- 
scription of the parts, which it is not worth while to refer to 
here. 

In the above account I have quoted my original words. I have 
no doubt now, as I evidently thought then, that the patches in the 
kidneys were not tubercular. Were they gummata or simply old 
infarcts? Had the obstruction been in the arteries there could be 
little difficulty in deciding in favour of the latter alternative. 
But venous obstruction does not, so far as I know, cause infarcts. 
The patches were just like gummata in the spleen or liver; and 
when I used the expression “fibrinous deposits” I was un- 
doubtedly thinking of what were then termed ‘‘ knotty tumours ”’ 
of the liver—tumours which we now know to be syphilitic. 

I do not propose to describe gummata. It is sufficient for my 
purpose to remark that they develop mainly in connection with 
the dura mater or other membranes of the brain, and tend, accord- 
ing to their seat of origin and direction of spread, to become em- 
bedded in the brain substance, to grow along and involve nerves, 
and to implicate the venous sinuses and even the arteries; that 
they form tumours varying, roughly speaking, from the size of a 
pigcon’s egg to that of a pin’s head; and that in their origin and 
progress they are apt to be associated with more or less of what 
resembles ordinary inflammatory process and exudation which 
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extend beyond and around them, causing thickening, adhesion, and 
matting together of membranes, and infiltration of neighbouring 
nervous tissue. It might be difficult to determine in any case 
how far these latter conditions are truly specific and how far they 
are due to simple inflammation excited by the irritation of the gum- 
matous growths. But considering that these are essentially only 
inflammatory growths due to the irritation caused by the specific 
virus, and that their characteristic microscopic and coarser features 
are by no means so universally distinctive as to render their diag- 
nosis in all stages of their development and in all situations a 
matter of certainty, it may reasonably be assumed that these out- 
lying and sometimes independent tracts of apparently simple inflam- 
mation are in large proportion, if not always, themselves specific. 
My first acquaintance with cerebral gummata was made in 
March, 1854, when I conducted a post-mortem examination on a 
patient under the care of the late Dr. T. A. Barker. The case was 
one of cerebral disease, but no clinical record has been preserved, 
and I need scarcely say that neither I nor anyone else recognised 
the true significance of the lesions which I found and described. 
These, however, clearly interested me very much at the time and 
I described them carefully, and my description is conclusive as to 
their nature. The patient was a woman aged 30. There was no 
disease of the thoracic or abdominal viscera. The calvaria was 
healthy, and so also were the membranes and surface of the brain 
seen in situ. On removing the brain, however, it was observed 
that several of the nerves at the base were diseased and also that 
the basal dura mater was affected in patches. The right 3rd 
nerve, from its apparent origin to a short distance within the 
cavernous sinus, was irregularly enlarged to three or four times 
its normal diameter, somewhat indurated, of a yellowish-grey 
tinge, markedly translucent, and slightly vascular. The left 3rd 
was affected similarly, but to a less extent. The right 5th nerve 
was for the most part natural, but its trunk presented a small 
fasciculus of diseased fibres. The left 5th, with the exception of 
its motor part, was affected in its whole thickness for about 
1 inch of its length, beginning from its apparent origin. The 
diseased part was indurated, thickened and irregular. The distal 
part of the nerve was normal in character but reduced in size. <A 
tew of the branches of origin of the right pneumogastric were 
affected, and the left spinal accessory was very considerably 
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diseased. All the other nerves were healthy. There were patches 
of diseased dura mater on the hinder surface of the posterior 
clinoid processes, on the under aspect of the tentorium cerebelli at 
its attachment to the apex of the right petrous bone, and on each 
side of the foramen magnum. These appeared to have originated 
in the free surface of the membrane, were severally about the size 
of a silver penny in area, but irregular in outline, a line or two 
thick, and nodulated on the surface. They had a translucent jelly- 
like appearance, a yellowish-grey tint, and were very soft. A few 
small nodules of lke character studded the visceral arachnoid 
about the pons and at the commencement of the vertebral canal ; 
and one the size of a pea sprang from the left vertebral artery. 
It appeared to me that the disease was everywhere of the same 
character, and that the morbid material infiltrating the diseased 
nerves was identical with that forming independent outgrowths. 
I described them as consisting microscopically of an interlacement 
of delicate fibres, thickly studded with round or oval nuclei about 
as large as blood-corpuscles. The brain substance was universally 
healthy. The arteries at the base presented a few spots of atheroma. 
In February, 1859, I examined a case under the care of the late 
Dr. Peacock which may be quoted here, although I do not pretend 
to know what the nature of the disease was. The patient was a 
single woman aged 23 who no doubt died with symptoms of cere- 
bral disease, since I was allowed only to examine the brain; but 
no clinical account of the case has been preserved. The dura 
mater was adherent at many points to the brain, and on removing 
it many fragments of brain substance (corresponding to these 
points) were removed with it. The surface of the brain was 
studded with pearly, cartilage-like bodies, rounded or lobulated 
in form and varying in size between that of a poppy-seed and that 
of a tare. They appeared to be connected mainly with the pia 
mater. They were sparsely scattered over the general surface of 
the cerebrum, but were more abundant over that of the cerebellum. 
They were most numerous at the base, especially about the olfac- 
tory nerves, along the Sylvian fissures, in the region of the circle 
of Willis, and on the surface of the pons and medulla oblongata. 
They had a tendency to be connected with the vessels and to beset 
the nerves; thus, they encased the optic nerves, studded the 5th 
pair very thickly and (though in a somewhat less degree) all the 
other nerves. A few were present in the choroid plexuses, and 
10—2 
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where the brain adhered to the dura mater there were growths 
of the same nature in the dura mater itself. The brain generally 
and the arteries at the base were healthy. I described the bodies 
as consisting of blood vessels, nuclei and fibroid tissne, the nuclei 
being for the most part globular, refractive and nearly homo- 
geneous. I have never seen a similar case. I was quite sure and 
am still sure that it was not a case of tubercle. But I am not 
equally sure that it might not have been syphilitic. 

The first case with a clinical history which I shall bring before 
you is that of a man aged 28, who came under my care on March 
19th, 1890. He was not in a condition to give a trustworthy 
account of himself, and the following history was obtained partly 
from himself but mainly from his friends. He had had syphilis, 
but when and whether he had had secondary symptoms could not 
be ascertained. In December, 1888, a hard lump formed on the 
top of his head, which after a time subsided without ulceration, 
leaving a deep depression. In June, 1889, he had a fit, and for 
several days afterwards complained of weakness and of pain in the 
left temporal and frontal regions. In July he had a second fit, 
beginning with a cry and attended with left-sided convulsions. A 
third fit occurred a month or two later. During all this time, 
excepting while suffering from the immediate effects of his fits, 
and till Christmas, 1889, he continued at work. At this date the 
headache, from which he had continued to suffer off and on, 
became much more severe and persistent and his spirits depressed. 
In the beginning of March, 1890, he became strange in his talk 
and behaviour. On admission he was a thin, pale man, lying 
quietly in bed in a drowsy state, answering questions slowly and 
incoherently and complaining of headache. His articulation was 
slow and hesitating, and he spluttered over some of his words, so 
that at times it was impossible to understand him; but there were 
no tremors of the lips or tongue. The right pupil was larger than 
the left, and neither acted to light nor, so far as could be made 
out, to accommodation ; there was no paralysis of the eye muscles, 
nystagmus, or abnormality ot the discs, but there was a small patch 
of choroiditic atrophy in the left yellow spot region. <A depres- 
sion + inch deep and admitting the tip of the finger was found 
near the centre of the vertex, but was free from tenderness 
or scar. There was no trace of paralysis or of affection of the 
nerves or of scars or eruptions on the skin. The abdominal and 
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thoracic organs appeared healthy, and he passed his evacuations 
consciously. No change occurred until April 11th, when it was 
observed that there was weakness of both internal recti. On the 
15th I noted ‘‘ that he had been getting weaker and more drowsy and 
stupid and subject to delusions; that he had distinct paralysis of 
both internal recti, but mainly of the right one, the right eye being 
incapable of moving inwards. beyond the middle line; that there 
seemed also to be slight impairment of the upward and downward 
movements and a tendency for the right lid to droop.”’ On the 
18th, for the first time, the lower part of the right side of the face, 
the right arm, and right lez were manifestly weaker than the 
corresponding parts on the left side, but the tongue did not 
deviate. He was now beginning to pass his evacuations into the 
bed. He continued gradually to get worse, more aud more 
apathetic and drowsy and difficult to rouse, though still presenting 
occasional intervals of comparative brightness and intelligence ; 
the paralysis of his 3rd nerves increased, especially in respect of 
the inward and upward movements of the eyes and the raising of 
the eye-lids, although even to the last he could elevate the latter 
with an effort; the right-sided hemiplegia remained without 
change. On May Sth, on the evening of which day he died, he 
was in a state of complete coma, lying on his back with eyes 
divergent and incompletely closed, breathing quickly, with rapid 
pulse, perspiring skin, and an occasional slight cough. His tem- 
perature, which had generally been subnormal, rose a little during 
the last few days of life, and shortly after death (which took place 
at 10.30 p.m.) was found to be 107°. 

Necropsy.—There was no cutaneous scar at the seat of the 
depression in the vertex; but the subcutaneous tissues, including 
the periosteum, were thickened and scar-like. The brain generally, 
and its membranes and vessels were perfectly healthy; but at 
the base there were several gummata, apparently originating in 
the pia mater, though more or less embedded in the adjoining 
nerve or brain tissue. They were all caseating internally, but 
presented thin translucent pinkish vascular walls. One was 
situated close to the right optic foramen, and was embedded, on 
the one hand, in the cortex at the junction of the tip of the tem- 
poro-sphenoidal with the frontal lobe, and, on the other, involved 
the optic nerve from its outer side to its centre, the nerve here 
being swollen to twice its normal size, and adherent to the edges 
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of the foramen. Another surrounded, but did not obliterate, the 
left Sylvian artery, at about the spot at which the branches are 
given off to the central ganglia. A third was situated just beyond 
the hooked extremity of the left hippocampal convolution. <A 
fourth, situated near the posterior extremity of the left occipital 
lobe, was embedded in the cortex and also adherent to the dura 
mater. The fifth involved both corpora albicantia, and sinking 
deeply involved also the junction of the crura cerebri as they 
emerged from the pons. The 3rd nerves seemed to originate in or 
close to it. The tumour was fairly symmetrical, but rather larger 
on the right side than on the left. Beyond the facts that the 
pleurse were adherent, that there was hypostatic congestion of 
the bases of the lungs, and that the liver was adherent, super- 
ficially puckered, and presented strands of cicatricial tissue in 
its substance, nothing noteworthy was observed elsewhere in the 
body. 

My next case is one that excited a good deal of interest during life. 
It is that of a married woman, A. M , aged 49, who came under 
my care on July 22nd, 1884. She had hada large family of children, 
of whom four had died as infants; but no history of syphilis could 
be elicited. She had suffered, however, from deafness in both ears 
for about seven years, and she had an eruption on the back of one 
of her hands, attributed to an injury a few years previously, but 
which was certainly syphilitic. Her illness dated from the previous 
March, when she first complained of some difficulty in swallowing. 
Harly in June she became an out-patient of Dr. Semon’s, who 
found that she had paralysis of the abductors of the left vocal 
cord; the voice, however, was unimpaired. Dr. Semon was at 
this time naturally inclined to attribute her laryngeal affection to 
some intra-thoracic lesion. At the beginning of July she found 
she could not open her left eye, and then placed herself under Mr. 
Nettleship’s care. Down to this time the symptoms had been 
limited to the domains of the left recurrent laryngeal and 3rd 
nerves; but now they began to make rapid progress, and when 
admitted three weeks later the following was her condition :—She 
was much emaciated, and there was complete ptosis of the left 
upper eyelid and an internal strabismus of the corresponding eye. 
This could be moved very slightly upwards, downwards, and 
inwards, but not at all outwards. There were nebule in the 
cornea, ‘The right eye was healthy in every respect. The sight of 
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both eyes was fairly good, and the pupils were equal and acted 
to light and accommodation. There was marked impairment, 
but not absolute loss, of feeling over the area of distribution 
of the left 5th nerve, and the temporal and masseter muscles of 
this side contracted feebly, and the chin (when the mouth was 
opened widely) was thrown over towards the Jeft. There was 
impairment of smell in the left nostril, and of taste in the left half 
of the tongue. This organ was protruded straight. The voice 
was reduced to a hoarse whisper, and the left cord was paralysed, 
mainly as regards its abductors. She had some difficulty in swal- 
lowing. The deafness in both ears was considerable, but equal. 
There was no paralytic affection of the limbs or trunk, and, though 
complaining of giddiness, she walked without difficulty. She had 
much pain at the vertex and on the left side of the face. There 
was no further sign of disease, and her digestive and other func- 
tions were all in excellent condition. During her stay in the hos- 
pital repeated examinations were made, and the following addi- 
tions or corrections as to her symptoms were noted :—She had 
paralysis of the left haif of the soft palate, almost complete 
anesthesia of the left half of the tongue, mouth, and fauces, and 
impairment of the sensibility of the epiglottis and larynx mainly 
on the left side. The facial pain, which was referred to the left 
ear and eye and to the lower jaw, was evidently due to implication 
of the 5th nerve. It was only after she had been in the hospital 
for three weeks that attention was called to the eruption on the 
right hand. But from the beginning it had been suspected that 
the case was syphilitic, and she had been treated accordingly. 
She improved in health, and lost her pain and difficulty in swal- 
lowing; but no further improvement had taken place when she 
Jeft the hospital on September 27th. She went on fairly well until 
the beginning of November, when she had three fits attended with 
loss of consciousness, after which she became very weak and ill 
and unable to walk. On December 9th she had another fit, and 
was readmitted. She was now sallow, emaciated, exceedingly 
weak, and unable to stand; but the limbs were not paralysed. In 
other respects there was very little change. The anesthesia of 
the left side of the face, tongue, fauces, and inside of the mouth 
was complete. The paralysis of the left half of the soft palate was 
more pronounced than it had been. The tongue was still pro- 
truded straight. Her voice was inaudible, but she swallowed 
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without difficulty. Dr. Semon reported of the larynx as follows :— 
‘“The left vocal cord stands near, but not quite in, the middle 
line. On attempted phonation the right moves slowly towards the 
middle line, but does not cross it, and there remains a gap between 
the inner borders of the cords.” The paralysis of the left tem- 
poral, masseter, levator palpebree, external rectus, and superior 
oblique still continued, and Mr. Nettleship noted that the superior, 
inferior, and internal recti still acted a little. She had no recur- 
rence of fits, and little, if any, pain; she was never sick, but had 
absolute loss of appetite; she got more and more apathetic, and 
weaker and weaker, until at last she died of exhaustion on Janu- 
ary 31st. 

Necropsy.—On removing the brain extensive disease was found 
at the base of the skull. The dura mater in the middle fosse, 
sella turcica, and over the basilar process was much thickened, 
in places to at least + inch. The thickened tissue was for the most 
part firm and semi-translucent, but here and there softer and pink- 
ish in hue. The thickening was especially pronounced in the 
course of the left cavernous sinus, and the 3rd, 4th, 5th, and 6th 
nerves were embedded in it, and were followed and recognised 
with great difficulty. The corresponding nerves on the opposite 
side were also embedded in thickened membrane, but could be 
readily traced, and appeared healthy. There was considerable 
thickening about the foramina ovalia. The vagus, glosso-pharyn- 
geal, and spinal accessory at its junction with the vagus on the left 
side were embedded in firm fibrous material, as also (but in less 
degree) were their fellows on the right side. The olfactory, 
ophthalmic, facial, and auditory nerves were all free. On re- 
moving the thickened dura mater, especially on the left side, the 
bone was found eroded and as if worm-eaten. The fibrous tissue 
around the left cavernous sinus and in connection with the sella 
turcica was extremely thick, and contained here and there in its 
substance a yellow glairy fluid, looking a little lke pus, but pre- 
senting only fatty detritus. The sinus itself could not be traced. 
The nerves in the orbits appeared healthy. The pia mater, vessels, 
and substance of the brain and cord were healthy. In the outer 
and lower part of the upper lobe of the right lung was a cavity 
about an inch in diameter, well-defined, thick-walled, and full of 
dirty-yellow fluid; and the surface of the lung corresponding to it 
was loosely adherent to the chest walls. It was thought to repre- 
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sent a softened gamma. There were no tubercles. The capsule of 
the liver was thickened, and the kidneys were slightly granular. 
The left aryteno-epiglottidean fold was somewhat thickened. The 
left crico-arytenoideus posticus and crico-arytenoideus lateralis were 
atrophied and of a yellowish tint. The recurrent laryngeal and 
vagus looked healthy. All other organs were healthy. 

This case is interesting from several points of view: one being 
the fact that the very first indication of intra-cranial disease was 
paralysis of the left recurrent laryngeal, leading to the suspicion 
that she was suffering from intra-thoracic disease; another being 
the fact that paralysis of the left side of the soft palate was associated 
with paralysis of the motor nerve of the larynx on the same side, 
and was wholly independent of lingual or facial paralysis, imply- 
ing, what has of late years been proved experimentally, that the 
motor nerves of the soft palate and of the intrinsic muscles of the 
larynx are derived from the same source; a third being the fact 
that the cavernous sinus was involved in the syphilitic lesion and 
occluded. — 

The last two cases were cases of fairly rapid progress, and much 
of their interest depended, less on the actual amount of disease 
present within the skull than on its situation and the implication 
of particular nerves. In my next case the intra-cranial disease 
was much more chronic; the amount present was very consider- 
able, and especially there was a very large tumour developed, 
apparently, within the substance of the brain. The case was my 
own, but was recorded by Dr. Greenfield in vol. xxviti of the 
‘Transactions of the Pathological Society.’ 

cig 6 , asawyer, aged 34, came under my care on October 5th, 
1875. He had had double otorrhcea after scarlet fever when a child, 
and had remained liable to it since. He had had a chancre but no 
rash. He had, however, had soreness of the throat and palate. Four 
years ago he was attacked with severe pain in the vertex, occiput, 
and neighbourhood of the left mastoid process ; he became deaf in 
the left ear; and on waking one morning he found that he had lost 





the use of the left side of the face. These symptoms continued with 
little variation till the time of admission. Latterly, however, his 
sight had become defective and he had acted strangely. On ad- 
mission there were marks of ulceration on the throat and palate, 
and hard glands in both groins. There was paralysis of the left 
portio dura, and the uvula pointed to the right. No other evidence 
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of paralysis was obtained. His sight, however, was imperfect, he 
had double optic neuritis, and he was deaf of the left ear. He was 
sensible, and complained of constant severe headache and of much 
tenderness in the left mastoid region and over the vertex and the 
spines of the upper cervical vertebre. As time went on, his blind- 
ness increased, paralysis of the left half of the soft palate became 
unmistakable, and the left external rectus became paralysed. Later 
it was ascertained that vision was specially impaired in the upper 
half of each retina, his left pupil became dilated and motionless, 
and his left arm and leg partially paralysed. During his residence 
in the hospital his headache in the situations above mentioned and 
the pain in the back of the neck continued, and he was restless and 
often violent. He died on December 20th. 

Necropsy.—The calvaria was thick, very dense, and firmly 
adherent to the dura mater, on removal of which its exposed sur- 
face was found rough and irregularly pitted. The inner aspect of 
the dura mater, especially over the right hemisphere, was adherent 
to the brain by a thin soft layer of lymph, and was studded here 
and there, but mainly in the course of the sinuses, with irregular 
nodulated outgrowths, of which some were embedded in the con- 
volutions. These were yellowish, and obviously gummata. The 
channel of the left lateral sinus was much narrowed by the presence 
of such growths in its walls. The cerebral convolutions were 
somewhat flattened, the pia mater injected, and there was excess 
of subarachnoid fluid. In the posterior extremity of the right 
hemisphere, occupying the greater part of the occipital lobe, was 
a rounded gummatous tumour, about 14 inches in diameter. It 
was for the most part firm, opaque, and yellow, but here and there 
was greyish-red, translucent, and soft. It nowhere quite reached 
the surface. The pia mater over the right hemisphere in irregular 
patches was infiltrated with a translucent yellowish material ; and 
on close examination it was seen that many of the vessels connected 
therewith were thickened and converted into white cords. Except- 
ing that there was softening in the neighbourhood of the embedded 
gummata, the brain was generally healthy, as also were the arteries 
at the base of the brain. The optic nerves were somewhat swollen 
and the left tract wasted and softened. The right 3rd nerve, 
where it passed round the crus, was slightly reddened, swollen, 
and soft. Both 6th nerves were flattened in their course at the 
base of the skull, especially the left, which was atrophied. The 
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other nerves appeared healthy. There was no disease of the 
thoracic or abdominal organs. Presumably the left facial and 
auditory nerves were involved in the thickening of the dura mater, 
which also involved the left lateral sinus. | 

It is curious that there is no record of the occurrence of fits, 
which are so common and almost characteristic of the presence of 
gummata. It is curious, too, that until quite a late period the 
only paralysis present was that of the left facial nerve. 

In connection with the subject of large cerebral gummata, of 
which the last case furnishes a noteworthy example, I will make a 
brief reference to another case that came under my care in 1880. 
The patient was a young woman who was transferred from King’s 
College Hospital to St. Thomas’s Hospital on July 14th. I received 
no history with her beyond the statement that she had been suffer- 
ing while in King’s College Hospital from unilateral epileptiform 
attacks. On admission she was semi-comatose. She did not 
speak or take notice excepting when attempts were made to move 
her limbs or open her eyelids, which she resented. She had no 
definite paralysis, but swallowed with difficulty. The right pupil 
was larger than the left, and neither acted to light. She had 
double optic neuritis. Her temperature on admission was 99°6° ; 
the next morning it was 101°6°.. Towards the afternoon of this 
day she sank into profound coma and her temperature rose rapidly ; 
and just before death, which took place in the evening, it reached 
107:4°. On post-mortem examination depressed scars were noted on 
the forehead, chest, and back, and there was a syphilitic gumma as 
large as a hen’s egg embedded in the right anterior cerebral lobe, 
with thickening and adhesion of the membranes over it. The 
vessels were healthy. The only other evidence of disease was the 
presence of scars on the surface of the liver and spleen. 

Before I conclude my lecture, I should like tv quote one otber 
case, in this instance not fatal, which presumably was much of the 
same character as the last but one; for in its course the ears be- 
came affected, both facial nerves became paralysed, she had double 
optic neuritis and hemiplegia; but additionally she had marked 
evidence of syphilitic involvement of the periosteum of the 
skull. 

A married woman, aged 25, was admitted under my care on 
March 19th, 1878. After the birth of her first child she had an 
eruption on the legs and her hair came off. The child died when 
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seven months old and was said to have been syphilitic, Six 
months previously she had a fall from a trap, struck her head and 
face, and was stunned and insensible for two hours; but she re- 
covered completely in a short time. On January lst she awoke 
in the morning with violent pain at the top of the head, where also 
it was swollen and tender. An incision was made, but only a little 
blood escaped. Since then the pain has been almost constant. 
She was healthy looking, but complained of severe pains in the 
forehead and sides of the ead and face and in the eyes, ears, and 
teeth, which were worse at night, and of which the pains in the 
eyes and ears were aggravated respectively by hght and noise. 
Her eyelids were swollen and there was puffiness and considerable 
tenderness over the forehead and sides of the head. She was quite 
sensible. ‘There was no paralysis or anesthesia. She had double 
optic neuritis. On April 27th it was remarked that the severe 
pain continued in the head, ears, and teeth; that the headache was 
apt to shift, being worst sometimes in front, sometimes behind, 
sometimes at the sides; that there was much tenderness and 
cedema, especially about the zygomatic regions; that the temporal 
muscles acted imperfectly ; that a tender swelling had appeared 
towards the back of the left side of the head; and that she was 
frequently sick. On May 26th a note was made to the effect that 
the pains had continued and were sometimes so severe (especially 
at night) as to make her scream, at which times, also, she was apt 
to be delirious; that during the last few days the pain had been 
localised mainly in the mastoid regions; and that her sight was 
failing. About a week later it was observed that she had com- 
mencing paralysis of the left portio dura, and that she complained 
of diplopia. At this time it was also noted that the discs were 
hazy, their outlines blurred and surrounded by a grey zone; that 
there was some swelling; and that the vessels were tortuous and 
the veins enlarged. The facial paralysis increased during the next 
week or two and then slowly subsided. In the beginning of July 
(by which time the cedema and tenderness had disappeared from 
the frontal, temporal, and zygomatic regions, and there was scarcely a 
trace of left facial palsy) she complained of pain and stiffness in 
the back of the head and neck and of severe pain in the ears. 
Soon after this, the pains continuing, she became deaf on both 
sides; on July 18th it was observed that since the day before 
she had been completely deaf and had had noises in her ears; 
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and on or about the 25th she had copious discharge from both 
ears, and she could not quite close the right eye. From this date 
improvement, on the whole, continued ; she soon lost all pain in or 
about the head, and she expressed herself as feeling quite well but 
for the gathering in her ears and “ the beastly taste in her mouth.” 
But the discharge from the ears continued, both membrane 
tympani were found to be perforated, she remained almost abso- 
lutely deaf, and the paralysis of the right portio dura became 
almost complete. She left at her own wish on August 3rd, 
having been in the hospital nearly five months. The patient again 
came under my care six years later. She then stated that but for 
persistent deafness and occasional discharge from her ears she had 
quite recovered and had continued well until recently, when she 
had recurrence of severe headache. This became ageravated a 
fortnight before admission, and was attended with return of dis- 
charge from the left ear. A week later she was seized with vomit- 
ing, and observed that her right arm and leg were weak. On 
admission she was restless and moaning with pain, which she re- 
ferred to the forehead and left side of the head, suffered from 
vomiting, and presented complete left facial palsy with slight but 
obvious weakness in the right arm and leg. There were traces of 
the old optic neuritis. She again improved under treatment, and 
left well but for persistent facial palsy. 

In this case there was evidently abundant syphilitic affection of 
the periosteum of the skull, and not improbably of the soft parts 
superficial thereto. The middle ears were also implicated; and 
there can be little doubt that the dura mater shared in the mischief. 
The variable facial palsy and the deafness may have been due to 
the ear affection. On the other hand, they may have resulted from 
implication of the nerves in disease of the dura inater, an explana- 
tion which may equally apply to the pains in the domain of the 
oth pair. The optic neuritis and temporary right hemiplegia 
point, of course, to the presence of intra-cranial disease. I need 
scarcely say she was treated systematically on both occasions with 
mercury and iodide of potassium, 
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LECTURE III. 


Mr. PRESIDENT AND GENTLEMEN,—In the lectures which I have ~ 
had the honour of delivering before you I have quoted cases of 
what may be regarded as typical syphilitic pachymeningitis, notably 
those of A. G and A. M included in my last lecture. 
But in the former of these the meningitis was complicated, as is 
generally the case, with gummatous outgrowths; and in the 
latter, although there were no such definite tumours, the dura 








mater was the seat not of ordinary inflammatory, but of cha- 
racteristic gummatonus, infiltration. JI see no sufficient reason, 
either clinical or pathological, for making any distinction between 
such cases and those of ordinary gummata of the dura mater; and, 
in announcing that I would devote the earlier part of the present 
lecture to the subject of syphilitic pachymeningitis, my main 
object was to give myself the opportunity of bringing before you 
a case in which chronic thickening of the dura mater of undoubted 
syphilitic origin was present, yet free from any of the character- 
istic traits of that affection. JI have previously referred to the 
facts so often exemplified in the liver that not only are true gum- 
mata apt to be surrounded by, and imbedded in, cicatricial tissue 
undistinguishable from the corresponding results of simple non- 
specific inflammation, but that also such cicatricial tracts may 
funish the only evidence of syphilitic disease ; and I have suggested 
that such apparently simple inflammatory lesions are probably 
in many cases as truly specific in their origin as gummata them- 
selves. 

a WW ie , a debt collector, 28 years of age, first came under 
my care on the 16th June, 1887. He had had no serious illness until 
in January, 1879, he contracted syphilis. In September of the 
same year he became a patient of Mr. Nettleship’s for syphilitic 
iritis. For this he was under specific treatment in the hospital 
for many months, and was discharged with little or no adhesion, 
and otherwise apparently well. In 1883 he was laid up for a 
time with what was called rheumatic fever, and subsequently was 
in the hospital for four or five weeks with “sciatica.” After this 
he remained in good health until November, 1886, when one 
morning he felt a sudden pain in the forehead, lost sight, and fell 
down. He states that he did not lose consciousness, and that his 
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sight soon returned, but that he felt very weak, and vomited for 
several hours afterwards. He was confined to bed from this time 
to the end of March, suffering from headache which was con- 
tinuous, though varying in intensity, great muscular weakness, 
and occasional attacks of nausea and vomiting lasting for a day or 
two. He had so far recovered by the end of March as to be able 
to get up, but was unable to do any work. In the middle of 
April he had another fit, which left him in the same condition as 
the former one had done. About the middle of May his sight 
began to fail, and for two or three weeks before admission he was 
unable to read. He has, however, been gaining strength. 

He is a healthy-looking man, suffering from headache mainly 
across the forehead, aching of the eyes, dimness of vision, and loss 
of muscular power. There is no definite paralysis, but the grasp 
of the hands is weak, and he walks slowly and with short steps. 
But there is no evidence of giddiness or incoordination. The knee 
jerks are brisk, but no cloni are present. Sensation is everywhere 
perfect. The bladder and rectum are under control. There is no 
obvious oculo-motor paralysis, but the patient says he sometimes 
sees double when he looks to the right. The pupils are equal, and 
act to light and accommodation. His sight is defective, so that 
he cannot read, and is not improved by glasses. Intense optic 
neuritis is present in both eyes. His speech is slow, but not 
stammering. This, however, he says is natural to him. No 
tremors of lips or tongue. Hearing good. 

During his stay in the hospital he progressively improved ; on 
one occasion only having a slight fit, attended with loss of sight, 
giddiness, pain in the head and nausea, but without loss of con- 
sciousness. He was discharged on the 17th July, the note taken 
on that day being to the following effect: ‘There has been great 
improvement since admission, his headache has been diminishing, 
his optic neuritis has largely subsided, and he can now read, the 
exaggeration of the knee jerks bas diminished, and he looks and 
feels fairly well.” 

He was readmitted on the Ist October, 1889. Excepting that 
in consequence of an accident he was laid up for a fortnight in 
December, 1888, he has not been confined to bed since he left the 
hospital. He has, however, never been quite free from headache, 
has had fits at long and irregular intervals, and his memory has 
been defective. Nine days ago the headache (chiefly in the right 
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frontal region) became very severe, and since then it has continued 
severe, and he has had frequent fits. 

On admission, he was dull and expressionless, but otherwise 
fairly healthy-looking. He complained of headache in the right 
temporal region; his memory was bad, and at times he seemed to 
lose himself, would turn and try to pick up something from the 
floor, and forget where he was. His sight was very bad, the fields 
of vision much contracted, and there was abundant evidence of his 
old optic neuritis. In other respects there was no change, and the 
abdominal and thoracic organs were apparently all healthy. On 
the day after admission he had seven fits. These were of short 
duration. In two or three, which occurred when he was out of 
bed, he fell down. In those which attacked him in bed he sat up 
gathering the bedclothes into a bundle in his hands, and twisted 
round until his face was directed to the back of the bed. He was 
quite unconscious during the attacks, did not know when they 
were coming on, and, on coming to, looked dazed and frightened. 
Although his headache continued in a greater or less degree, and 
was sometimes severe, he had no return of fits attended with un- 
consciousness, and, so far as his mental or nervous symptoms were 
concerned, improved, as he had done when previously under my 
care. During the first week, however, after admission the tem- 
perature rose in the evening generally to 100° or 101°, but on the 
Ath it reached 103°6°, and on the 5th 104°6°, on both of which 
occasions he complained. of feeling cold, and profuse sweating 
followed. It is probable that these febrile attacks were neurotic. 
Shortly after admission the fields of vision were carefully ex- 
amined, and found much contracted, mainly in the right half, 
suggesting (as Mr. Nettleship observed) disease in the right side 
of the chiasma. 

The rest of the patient’s life history has little or no direct 
relation to his cerebral disease. Nine or ten days after admission 
he began to complain of cough, and in the course of a few days 
there was evidence of consolidation of the lower part of the right 
lung and of pleuritic involvement, and he began to expectorate. 
It is sufficient to add that a gangrenous cavity formed in the lower 
part of the right lung, that pyo-pneumothorax became developed, 
that the patient was tapped on two occasions, the first being on 
October 30th, when sixty-four ounces of foetid pus were removed, 
the second on the 4th November, when a portion of rib was re- 
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sected, and a large but unmeasured quantity of thin, foetid, puri- 
form fluid escaped. He gradually sank, and died on 19th November, 
remaining sensible to the last. 

The membranes at the base of the brain were somewhat opaque, 
and here and there white streaks, together with adhesions, sug- 
gested old, inflammatory disease; but no gross changes were 
observable. Over the right occipital lobe the dura and pia matres 
were so firmly adherent to one another and to the brain, that it 
was difficult to separate them. The cortex involved was softish 
and yellow, but such changes did not extend into the white matter. 
The affected area was quadrilateral in shape, limited in front by 
the angular gyrus, which was not involved, behind by the posterior 
part of the great longitudinal fissure, below by a horizontal line 
continued from the Sylvian fissure, and above and in front by the 
posterior extremity of the superior parietal lobule. No further 
disease was found in the brain, and the vessels were healthy. The 
right pleura was obliterated by adhesions, and the wound in the 
thoracic walls communicated with a pulmonary cavity of gangren- 
ous origin. The left lung was oedematous, the heart and abdominal 
viscera were all healthy. 

It was believed during the patient’s illness that he was suffering 
from intra-cranial syphilitic tumours. And itis possible, of course, 
that he may have had gummata which had undergone absorption. 
But, however that may be, there is little reason to doubt that the 
meningeal thickening and adhesions were of syphilitic origin. The 
case just narrated leads me to speak of another which I have been 
inclined to regard as also one of syphilitic pachymeningitis, and 
in which substantial recovery took place under anti-syphilitic 
treatment. A labourer, 42 years old, was admitted on the 18th 
November, 1889. He denied that he had ever had syphilis. 
About the beginning of September he began to suffer from pain in 
the spine extending from the middle of the neck to the level of the 
scapular spines. In the lower part of this region it spread so as 
to involve both shoulders, and on the right side extended down 
the arm to the elbow. LHarly in October the pain ceased in the 
spine and left shoulder, but became aggravated in the right 
shoulder and arm, extending now to the tips of the fingers. A 
_ little muscular weakness had been coming on for a week or two, 
but very shortly after the pain had concentrated itself on the right 
side he found on waking one morning that the arm was almost 
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completely powerless. The pain subsequently diminished, and he 
complained of pins and needles along the ulnar border of the 
hand and little finger, and the radial border of the thumb and 
index finger. On admission, he was a healthy-looking man, com- 
plaining of occasional shooting pains in the right shoulder and down 
the right arm, with almost complete loss of power in the same parts. 
The arm lay against the chest, with partial flexion at elbow-, wrist-, 
and finger-joints. He had no power of movement whatever at the 
shoulder-, elbow-, and wrist-joints, but he could open and close the 
fingers slightly. The muscles were flabby and distinctly wasted, 
and, when tested a day or two later, showed the reactions of 
degeneration. There was no anesthesia. No pain or tenderness 
or other abnormality was detected in the spine. And, in every 
other respect, at this time the patient appeared to be quite 
heaithy. 

About ten days after his admission I first observed a shght want 
of symmetry in the face. And, a few days later, when this had 
become more pronounced, I examined him carefully with the fol- 
lowing result :—He had slight, but quite unmistakable, paralysis of 
the left portio dura; he did not close the eye properly, and the 
angle of the mouth was drawn to the opposite side. The tongue 
was protruded towards the right, and when at rest in the mouth 
its right side seemed plumper and occupied a higher level than 
the other side. The arch of the palate was symmetrical and 
seemed unaffected, but when phonating the right posterior pillar 
of the fauces moved inwards to a much less extent than its fellow. 
There was no affection of the larynx, and I may add that he had 
no cerebral symptoms, or affection of the eyes or ears. He left on 
the 9th December, 1889, without any further material change in his 
symptoms; but he continued to visit me as an out-patient down 
to the end of January, 1891. During the first month or two little 
or no change was observed, excepting that the right hand and 
fingers became congested, swollen and smooth. Subsequently 
amendment took place, although for a time this was associated 
with increasing atrophy of muscles, and the development of the 
characteristic glossy and pointed condition of fingers. Also, but 
even more slowly, improvement took place in the condition of the 
face and throat. At the end of February, 1891, I remarked that 
there was still a trace of weakness in the left portio dura, that the 
tongue was now protruded straight, that the action of the fauces 


nnd 


OF THE NERVOUS SYSTEM. 163° 


was symmetrical, and that excepting for a little wasting of the 
muscles of the arm generally, imperfect movement of the fingers 
and almost complete paralysis of the extensors of the thumb, the 
arm was well. I have no rotes of later date, but I saw him occa- 
sionally after this, and improvement was still in progress. J must 
acknowledge that it would probably never have entered into my 
mind that the symptoms in this case were due to syphilis had it 
not been for my almost contemporaneous experience of the former 
case, and for the fact that the lesions here were multiple and 
successive, and subsided, although slowly, under anti-syphilitic 
treatment. I think it will be admitted that the earlier symptoms 
inclusive of the affection of the arm were almost certainly due to 
meningitis in the neighbourhood of the cervical enlargement of 
the cord, and that the paralysis of the left portio dura, and the 
condition of the tongue and throat were dependent on some similar 
lesion of small extent at the base of the brain. 

The case 1am now about to quote can hardly be adduced as a 
proof that syphilitic implication of the brain-substance may under 
special conditions or at certain stages be undistinguishable from 
non-specific inflammation of the same part. Moreover, I must 
admit in regard to it that neither during life nor at the post- 
mortem examination was the question of syphilis seriously enter- 
tained. But the case is one of those obscure yet interesting cases 
which I have pigeon-holed in the hope that something might arise 
in the course of subsequent experience to throw light upon it. 
Tn thinking of it the suspicion of syphilis has been constantly in 
my mind. . 

Mary B , a single woman, aged 32, was admitted under my 
care on the 27th of February, 1887. She had kept a school, and 
been in straitened circumstances, and a little before Christmas had 
began to feel poorly and suffer from sickness. The sickness had 
continued, both after and independently of meals, and she had 
become weak and thin. It was stated that she had lately been 
indulging in undiluted spirits. She went into St. Thomas’s 
Home, under Dr. Edmunds, on the 8th of February. At that 
time her chief complaint was of persistent sickness. But, although 
her intellect appeared to be clear, her manner was strange, and 
she always repeated questions put to her three or four times before 
answering. She said that her sight had been failing for the 
previous two days, and that on the day of admission aloud buzzing 
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noise in both ears had come on. She had no headache, or paralysis, 
there was no appearance of thoracic or abdominal disease, and her 
urine was normal. 

The sickness ceased in the course of two or three days, but it 
was thenceforth very difficult to make her take food. The 
strangeness of her manner increased, and before long there were 
marked loss of memory and inability to recognise friends. In 
addition, her sight became more and more impaired, and on the 
18th she could not see persons about her, and asked for a candle 
in broad daylight. About the same time she complained of un- 
pleasant odours, and on October 24th, it was discovered that she 
could not smell violets. Her eyes were examined, on the 28th. 
“Right fundus generally hazy, margins of disc ill-defined and 
streaky, one or two flame-shaped hemorrhages around it, other 
hemorrhages and two or three brightish white dots about the 
yellow spot, no apparent swelling of disc. Left eye generally in 
the same condition as the right.” 

She was transferred to my ward on October 27th. She is a 
thin woman, making no complaint, lying on her back quietly, or 
merely picking at the bed-clothes. She answers inconsequently, 
and often uses a Christian name as of some one of her friends 
whom she imagines to be present. There is neither anesthesia 
nor paralysis, but the limbs are flaccid, and there are no tendon 
reflexes. She will not open her eyes or mouth, and resists all 
attempts made to open them by others. No defect of oculo-motor 
muscles or of pupils. Fundi as before; no definite optic neuritis ; 
and, indeed, as Mr. Nettleship points out, the condition of the fundi 
is suggestive rather of albuminuric retinitis than of intra-cranial 
disease. Sordes on lips, tongue coated, pulse 104, small and soft, 
temperature 99°8°, respirations 20, evacuations passed uncon- 
sciously. The urine has a sp. gr. of 1024, is free from albumen, 
but somewhat alkaline, turbid, and presenting crystals of triple 
phosphate and bacteria. 

March Ist. Lies as if asleep, roused with difficulty, breathing 
stertorous. Hyes widely divergent and slightly turned upwards. 
Hixtremities cold, pulse feeble 144, respirations 28, temperature 
986°. In the evening the pulse had risen to 160, and the tem- 


perature to 100°6°, breath very foul; evacuations passed into the 


bed. The appearance of the areole of the nipples at this time led 
to a re-examination of the abdomen, when a firm rounded mass 
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was obscurely felt rising in the mid-line to about 1 inch above the 
pubes. It was assumed to be an enlarged uterus. 

March 2nd, 1.45 a.m. Breathing of the Cheyne-Stokes character, 
corneal reflexes slight, no twitching or other movement. 10.15 
A.M. Quiet, respiration of the same character as before, pulse 
at times so feeble as not to admit of being counted, but the beats 
of the heart are 180 in the minute and regular, temperature 102°4°, 
urine alkaline, and containing blood and pus. She died at 9 P.M. 
For many hours before her death she lay perfectly still, was appa- 
rently incapable of being roused, and could not swallow; the 
divergent squint continued. Her temperature two hours before 
death was 104°8°. 

Autopsy.—Skull, membranes, venous sinuses, and arteries all 
healthy. There was no lymph, or tubercle, or undue congestion 
of surface. In the right ascending parietal convolution just in 
front of the commencement of the intra-parietal fissure was a 
round patch of atrophied cortex about as large as a sixpenny piece. 
There was a slight excess of fluid in the ventricles. The substance 
of the brain generally was quite healthy. But on careful examina- 
‘tion, what was at first supposed to be an infiltrating growth was 
found to surround the aqueduct of Sylvius, to extend thence up- 
wards so as to involve all but the surface of the tubercula quadri- 
gemina, and forwards so as to include the inner aspect of each 
optic thalamus as far as the corpora albicantia. In front the 
affection of the thalami was quite superficial, but on tracing the 
morbid process backwards these bodies were found more and more 
encroached on, until at length they were implicated in their whole 
thickness, and the adjoining parts of the internal capsules were 
also involved. The soft commissure was included. The lesion 
was quite symmetrical, and the affected tissues were somewhat 
swollen, had the same consistency as the healthy brain tissue, 
presented a pinkish hue, and were studded with punctiform 
hemorrhages. Microscopic examination showed the change to be 
simply inflammatory. ‘The bladder was dilated, hypertrophied 
and injected; the pelves of the kidneys were also congested and 
contained a small quantity of pus-lke fluid. The kidney structure 
was healthy. ‘The uterus contained a three-months foetus, and 
presented a few small fibromata. All other organs were healthy. 

My reasons for suspecting syphilis in this case were the facts of 
the patient’s immorality and the discovery of an old area of 
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degeneration in the brain, and the difficulty of accounting other- 
wise than by syphilis for the curious lesion which caused her fatal 
illness. 

Having now brought before you all the cases of fatal typical 
or suspected syphilitic disease of cerebral arteries, of intra-cranial 
gummata, and of syphilitic inflammation of the membranes or 
substance of the brain, which I had selected for the purpose, it 
may be convenient to consider, however briefly, the subject of the 
differential diagnosis of these several lesions. Judging from the 
analogies afforded by embolic obstruction of cerebral arteries, it 
might not unreasonably be supposed that obstruction of vessels due 
to syphilis would be indicated by paralytic symptoms of sudden 
onset; while, on the other hand, we know that the growth of 
tumours is, as a rule, revealed by the gradual development of 
headache, giddiness, and sickness, the specific signs usually being 
evolved at some later period; and hence it might seem not 
unlikely that we have a ready means of differential diagnosis. 
But on the other hand, so far as I know without exception, in all 
the cases of syphilitic obstruction of arteries that have come under 
my immediate observation, the onset of symptoms has been 
gradual, there has been, before the occurrence of paralysis, a 
prodromal period of headache and sickness, or other morbid signs, 
due doubtless to the inflammatory changes going on in the biood 
vessels themselves or in their immediate neighbourhood; and 
further, in no inconsiderable number of cases a brain tumour goes 
on growing without causing any appreciable symptoms, until 
suddenly the patient has an epileptic fit or some other attack 
which forms the clinical starting point of his malady. Again, it 
must not be forgotten that gummata, pachymeningitis, and 
disease of arteries are often of simultaneous development. Never- 
theless, it may be admitted that if, in the course of vague cerebral 
symptoms a syphilitic patient suddenly has some kind of seizure 
and becomes hemiplegic, the probability is that he has obstruction 
of vessels with the softening or hemorrhage, which such obstruc- 
tion is hable to induce; and, on the other hand, it may equally be 
admitted that if such a patient suffers from severe protracted 
cerebral symptoms, such as headache, giddiness, vomiting, optic 
neuritis, mental perversion or failure, and occasional or periodical 
epileptic attacks, the probability is that he is the subject of 
gummata or syphilitic pachymeningitis—a diagnosis the prob- 
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ability of which would be increased, if at the same time there was 
evidence of syphilitic disease of the periosteum of the skull or of 
the ears. Again, gummata and pachymeningitis are specially apt 
to affect the parts at the base of the brain, and to implicate 
nerves; and hence the association of even vague cerebral symp- 
toms with progressive and disorderly implication of the cerebral 
nerves points to one or other or both of these affections; and in 
fact there is no doubt that we are most likely to meet with hemiplegia 
im connection with obstruction of vessels, and implication of nerves 
in connection with gummatous tumour or infiltration. It must 
not be forgotten, however, that syphilitic obstruction of vessels 
is not limited to the middle cerebrals as embolic obstruction for 
the most part is, but that any of the arteries may suffer, and that 
as a consequence we may get softening of the pons or crura 
cerebri, and together with more or less hemiplegia implication of 
many nerves, a condition closely resembling the consequences of 
basal gummata. On the whole I should be disposed to say that, 
having regard to the mode of invasion, to the character and 
frequency of epileptiform attacks, to the fact of the sudden or 
gradual development of hemiplegia, to the grouping and evolution 
of paralyses of cerebral nerves, we may in many cases form a 
reasonably accurate differential diagnosis, but that in the majority 
of cases no such accuracy is attainable, and, I may add, is un- 
important. 

I propose now to bring before you, as clinical studies, two or 
three cases presenting points of special interest, but in which the 
diagnosis has not been put to the test of post-mortem examina- 
tion. 

The first is a case which I had the privilege of seeing on several 
occasions with Dr. C. D. F. Phillips. The following is in effect the 
note which I made on the occasion of my first visit, on the Ist 
November, 1892. ‘The patient is an unmarried man, aged 42, 
who had primary syphilis about twenty years ago, followed in due 
course by sore throat, cutaneous rash, and loss of hair, but he 
made an apparently good recovery, and remained free from specific 
symptoms for many years. Three or four years ago he had a 
rash which he thought was syphilitic, and about the same time he 
seems to have had a mild attack of influenza. He dates his 
present illness from the beginning of the year. He then had what 
he regarded as a recurrence of influenza, which was followed by 
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occasional attacks of giddiness, and by some defect of sight.. The 
latter was attributed by an oculist, whom he consulted, to astig- 
matism, but he himself noticed that he did not see, or failed to 
observe, things to his right side, and that thus he was apt to 
overlook friends and acquaintances passing him in the street. 
These symptoms have continued, but during the last few months 
others have accrued, and he has been getting seriously ill. He 
has lost flesh and strength, and become low-spirited. He suffered 
for some time from sickness in the morning, and occasionally at 
other times of the day. But he has been better in this respect of late. 
A month or two ago he became deaf in the left ear; this improved 
in a short time, and then the right ear became similarly affected. 
Later the left ear became again the worse of the two. But he 
never had earache or otorrhea. For some few weeks he has com- 
plained of a sense of coldness and numbness throughout the whole 
of the right half of the body, of pins and needles in the right hand, 
of a feeling of insecurity in walking and a tendency to fall over or 
stagger to the right, and of clumsiness in the use of the right hand. 
His speech seems to have been getting thick for the last few 
weeks, and he states that he has occasionally seen double. Has 
never had fits. He is thin, weak, pale, and looks ill. He is much 
depressed and nervous about himself, but quite sensible. He 
complains still of the coldness and numbness of the right side, of 
the tingling in the hand, and of some difficulty in the free use of 
the arm and leg; and when trying to walk I observe a little 
tendency to stagger and to fall over to the right side, but he can 
feel (apparently perfectly) everywhere, and there is no obvious 
impairment of strength in either of the affected limbs; moreover, 
he can stand steadily with eyes shut, and the reflexes are all 
normal. There is general but incomplete paralysis of the left side 
of the face ; he cannot close the eye or wrinkle the forehead, and 
his mouth is drawn to the right. There is no affection of the 
tongue or palate. He talks thickly, slowly, and with some hesita- 
tion, and I think there is a little tremor of the lips; phonation is 
perfect. The left pupil is smaller than the right, but both pupils 
act to light and accommodation ; he states, however, that of late 
he has lost the power of reading print at a medium distance from 
his eyes, and of readily accommodating for objects varying in 
position. He cannot follow with his eyes; he cannot move either 
of them to the left beyond the mesial line, and can move them 
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only half way towards the right canthi, and this only with much 
effort and with the production of nystagmus. He can move the 
eyes up and down readily, but nystagmus attends the upward 
movement. No ptosis. On rough examination there seems to be 
no contraction of the fields of vision. The fundiare normal. He 
denies seeing double now, but the eyes do not converge on the 
object at which he is presumed to be looking. He is deaf with 
both ears, especially with the left, with which he cannot hear a watch 
in contact with the pinna. He can, however, hear a loud-ticking 
clock with this ear, if it be applied to the ear itself or to the head. 
He has loud noises in both ears, and complains of a sense of tight- 
ness in the head, but not of actual pain. There is no evidence of 
disease in either the thoracic or the abdominal viscera.” 

I saw him again on the 15th, when, in his general condition and in 
one or two minor points, there seemed a little improvement. But 
he still complained of coldness of the right half of the body, of 
pins and needles in the right hand, and clumsiness in using it, and 
of tendency to fall over towards the right. The paralysis of the 
left portio dura was complete, and the condition of the eyes and 
ears remained unaltered. His speech, however, was more indis- 
tinct, and he said that the left half of the tongue and lips felt 
cold. 

I saw him for the last time on the 26th. He was then not 
nearly so well as he had been. He had become very weak and 
intensely depressed, and had kept his bed for several days. His 
right arm and leg were distinctly weaker than their fellows, and 
the grasp of the right hand was markedly feeble. The paralysis 
of the left portio dura continued. His speech had become almost 
unintelligible, and he could only utter two or three words on a 
breath, but phonation was unimpaired. He had had some diffi- 
culty in masticating and swallowing, and had been compelled to 
have his food pounded, in which state he could take it without much 
difficulty ; but drinking made him choke. He could not open his 
mouth wide, or put out his tongue well. The latter did not, how- 
ever, present any traces of unilateral paralysis, nor did the soft 
palate. On asking him to close his jaws firmly scarcely any con- 
traction could be felt either in the temporal muscles or in the 
masseters ; and it appeared that.for some days supporting his chin 
with his hand had been of assistance to him both in masticating 
and in speaking. The pupils were small, equal, and acted to light. 
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The eyes moved freely upwards and downwards, but there was now 
no lateral movement whatever. The deafness continued. The 
thoracic muscles and the diaphragm acted, but I thought they 
were enfeebled. The more noteworthy changes for the worse that 
had taken place were the development of right-sided palsy, the 
weakening of the muscles supplied by the motor-branches of the 5th 
pair, the increase of the paresis in the lips, tongue, and muscles of 
deglutition producing symptoms like those of glosso-labio-laryngeal 
palsy, and the supervention of shortness of breath, and absolute loss 
of power in all the muscles causing lateral movements of the eyes. 

He continued to grow worse, and in the early part of December, 
while in the act of drinking, died suddenly apparently from 
laryngeal spasm. 

There is very little reason to doubt that the above was a case of 
cerebral syphilis. But what was the exact nature of the lesion 
present and where was it? I will endeavour to answer this ques- 
tion by narrating another case, which, by-the-bye, may furnish an 
argument against my syphilitic hypothesis. The case is one of 
which I published the full details a year or two ago in ‘ Brain.’ A 
man, aged 49, came under my care on March 12th, 1890. He had 
been a heavy drinker, but denied having had syphilis. His illness 
began seven weeks previously with a noise in his ears as of bellows 
blowing, and numbness of the left thigh and coldness of the left 
shoulder. Since then the noise has become constant, mainly in 
the left ear; he has suffered from headache referred to the back 
of the eyes; he has complained of giddiness and inability to walk 
straight; he has occasionally seen double; he has lost the power 
of biting on the right side, and his articulation has become im- 
paired; paralytic weakness of the left side has come on; and he 
has been troubled with cough. 

On admission he complained of the above symptoms. The right 
masseter and temporal muscles were completely inactive so that 
he could not masticate or bite with firmness on that side. There 
was very marked impairment of sensation over the upper half of 
the right side of the face, and over the whole of the left half of 
the face and head and neck. He could move his head freely, but 
there was conjugate deviation of the eyes to the left. The pupils, 
of which the left was the larger, acted to light and accommodation ; 
the fundi were normal, and, excepting that he had double vision 
for all distant objects, his sight seemed good. Hearing was im- 
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paired, especially in the left ear. The sense of smell was normal ; 
but sensation was much blunted, not only in the lips but also 
throughout the whole of the interior of the mouth and in the 
tongue, and he distinguished flavours with difficulty. There was 
no paralysis of the tongue, and the soft palate was symmetrical, 
but it was motionless during articulation and displayed no reflex 
movements. His speech was indistinct, but his voice had tone. 
The left arm and leg were markedly enfeebled, and there was almost 
complete anesthesia throughout the left half of the body to the 
middle line. The reflexes on both sides were normal. He re- 
mained in the hospital until his death which took place on the 4th 
July. During this period various additional symptoms and com- 
plications arose to which I need not call attention. But some 
directly due to the progress of the cerebral disease and bearing on 
its diagnosis call for consideration. Thus he had at times difficulty 
in swallowing and was apt to choke; paralysis of the right portio 
dura became developed; paralysis of the right arm and leg came 
on, but was never so complete as that of the left side, and was 
apparently unattended with anesthesia; and further about the 
middle of April it was observed for the first time that the conjugate 
deviation of the eyes had disappeared and that he looked straight 
forward. Careful examination showed that he could not move 
either eye to the right or left, but that he could move them up- 
wards and downwards with perfect ease. There was never any 
optic neuritis. He died at last from gradually increasing weak- 
ness, with accumulation of mucus in the bronchial tubes due to 
intercurrent bronchitis. 

It is obvious that, while there was a good deal of difference in 
details, there was a striking resemblance in many important par- 
ticulars between these two cases. In both there was hemiplegia 
beginning with a sense of numbness and coldness; in both there 
was paralysis of the 7th nerve of the opposite side; in both there 
was implication of the 5th pair; in both there was deafness, 
attended with loud noises in the ears; in both there was difficulty 
of speech, mastication, and deglutition; in both there was a 
pecuhar and striking form of ophthalmoplegia externa; and in 
both there was absence of fits and of optic neuritis. In the latter 
case, I assumed during life that the patient was suffering either 
from softening of the pons connected with diseased and obstructed 
vessels, or from a tumour in the same situation, The question of 
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syphilis was in my mind, but I did not venture upon any decided 
opinion on the subject. The post-mortem revealed in the substance 
of the pons a cheesy tumour, about as large as a good-sized 
chestnut, surrounded on every side by a thin layer of nervous 
substance, and embedded in the surface of one of the lobes of the 
cerebellum another mass as large as a hazel nut, which presented 
a dense, fibrous capsule about half a line thick, and of which the 
interior consisted of cheesy matter, becoming dry, cretaceous, and 
friable. There was no further disease of the brain, and the vessels 
were healthy. In the apex of the left lung were some indurated 
patches and scars, obviously due to old tubercular disease. The 
masses in the brain were tubercular. An interesting point in the 
case is that the tubercular tumour in the cerebellum must have 
been of old date, like the scars in the lungs, and that there was no 
history of symptoms due to its presence. With the incidents of 
this latter case before us, I think it may be safely assumed that 
the intra-cranial disease in Dr. Phillips’s case involved mainly, if 
not exclusively, the pons Varolii, and that it was either a large 
gumma, or a patch of softening connected with obstructed arteries. 

Another case which was of exceeding interest to me came under 
my care on the 17th January, 1883. It was published by me in a 
paper entitled ‘‘ Cases of Recovery from Symptoms pointing to the 
Presence of Progressive Organic Cerebral Disease,” which appeared 
in ‘ Brain,’ for April, 1885. Its chief interest les in the fact of 
practically complete recovery from ingravescent symptoms of a 
very grave and threatening character. 

The patient was a single woman, a nurse, aged 39. She had — 
had good health, and there was no history or evidence of syphilis. 
She had been attending on a private patient, when suddenly, a 
month ago, she was attacked with giddiness, nausea, and double 
vision. These symptoms continued, and three weeks later she 
found on getting out of bed that she could not stand. On the 
12th January she first complained of headache in the frontal and | 
occipital regions; and on the 15th she vomited, and noticed numb- 
ness and weakness in the right half of the upper lip. 

She is healthy-looking, but complains of headache, nausea, 
giddiness, with consequent inability to stand, and difficulty in 
using the right half of the upper lip. The headache is severe, and 
mostly frontal; but there is an area of tenderness to percussion at 
the back of the left parietal bone. The forehead also 1s somewhat 


OF THE NERVOUS SYSTEM. : "73 


tender. The nausea, which is distressing, comes on mostly when 
she sits up or stands. She cannot walk or even stand without 
assistance, staggers like a drunken person, and has a tendency 
(she says) to fall to the right side. There are no ataxic move- 
ments. There is slight, but obvious paralysis of the right facial 
nerve; the right eyelids close imperfectly ; the right upper lip 
clearly acts feebly; and the right side of the face is evidently 
smoother than the other; but the right angle of the mouth moves 
freely when she laughs. The tongue is protruded slightly to the 
left. There is no obvious difference in the appearance or action of 
the two sides of the soft palate, but the uvula is concave, and its 
apex points towards the right. The right external rectus is com- 
pletely, the left internal rectus partly, paralysed; and there is 
well-marked horizontal nystagmus when she looks strongly to the 
left. Pupils normal; no optic neuritis. There is no further 
evidence of disease. Repeated examination during the next few 
days confirmed’ the accuracy of the account above given; but 
Mr. Nettleship found out additionally that the right half of the 
field of vision for both eyes was so largely contracted as almost 
to constitute hemianopsia. On the 23rd it was noticed that there 
was weakness of the left external rectus, and this became more 
pronounced during the next four days. On the 27th she first 
experienced a feeling of numbness and coldness at the bottom of 
both feet, which in the course of a few days amounted to a 
sense of pins and needles. On February 12th she complained 
that her legs felt stiff, and that they jumped at times. She 
could move her legs pretty freely, but they tended to become 
stiff, especially at the ankle and knee joints; there was marked 
exaggeration of the tendon reflexes, and on the left side ankle 
clonus. The phenomena continued for a time, the left leg being 
worse than the other. Ankle clonus was obtained somewhat 
later on the right side. On February 3rd, it was noticed that the 
facial paralysis had increased, and also that she had frequent 
twitchings of the left angle of the mouth; and on the 20th (these 
symptoms continuing) it was noticed that she had occasional 
twitchings of the left eyelid, and slight tremors in the left hand. 
She had been complaining for some days that her eyesight had 
been getting indistinct; and an examination made on the Ist March 
showed that, while the ocular paralysis and field of vision remained 
as before, her discs were somewhat pale, and she was colour-blind. 
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She could not distinguish greens or reds, and confounded. them 
with brown and grey. Bright-yellow she called white, and bright- 
blue and lilac both dark-blue. On March 30th, after suffering for 
a few days from much more intense headache than usual, she for 
the first time complained of a feeling of pins and needles in the 
right hand and arm, and of pain in the right shoulder. The arm 
also became weak, and in the course of a week or two slightly 
flexed at the several joints, the fingers especially suffering, and 
the pain extended from the shoulder downwards. The paralysis 
was never complete, but attained its maximum towards the end of 
April. During the greater part of the time terminating with the 
last date the patient had been getting slowly but steadily worse ; 
the pain in the head (which had varied in position, but become 
more and more localised as time went on about the back of the 
left parietal bone) had been constant, but lable to severe exacer- 
bations; the feeling of nausea on the slightest movement had 
continued ; and from time to time (as has been shown) additional 
paralytic phenomena had arisen. Nevertheless, during April, 
some favourable indications were noticed. On the llth she saw 
single for the first time, and on the 15th it was noticed that the 
movements of the eyes were perfect, and that she was recovering 
her colour vision. Harly in May she began to improve decidedly. 
She still suffered from headache, giddiness, and nausea, but the 
attacks were less frequent. About the 10th she began to sit up, 
and a week or two later to walk with assistance. I need only add, 
that when she left the hospital, on June 4th, there was scarcely a 
trace of headache or nausea; the facial nerve was not obviously 
paralysed ; her visual functions were perfect; the right hand and 
arm had almost completely regained power; there had been no 
startings in the legs for weeks, and she could walk well. She 
went for a month to a convalescent home, and on her return 
appeared to be, and expressed herself as feeling, quite well. I saw 
her some months afterwards, and she continued well. 

What the nature of the case was remains unsettled. The 
question as to whether it was a functional or hysterical disorder 
was fully considered and rejected. But nevertheless that rejected 
view may have been the true one. On the other hand, the curiously 


ingravescent progress of the disease, involving hemiplegic symp- _ 


toms, paraplegic symptoms, paralysis of various nerves at the base 
of the brain, and visual troubles, undoubtedly suggested some pro- 
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gressive lesion. Moreover, she recovered under the persistent use 
of iodide of potassium and mercury. 

Syphilitic affections of the spinal cord or its membranes are by 
no means uncommon; but I have to confess that although I have 
naturally seen many cases of what I have regarded as syphilitic 
paraplegia and some which have proved fatal, I have never had 
the privilege of following one of these latter to the post-mortem 
room, so that consequently my personal experience of the morbid 
anatomy of such cases is very deficient. There is abundant proof, 
however, that within the spinal canal as within the skull, syphilitic 
arteritis, gummata, and syphilitic pachymeningitis are all liable to 
occur. I propose to quote briefly three cases each of which presents 
some point or points of special interest. 

The first is that of a girl, aged 21,, who came under my care on 
the 7th June, 1881. There was no history of chancre, but in the 
preceding August she first noticed a scaly eruption which increased 
and became general during the next few months; and at Christmas 
she became a patient of Mr. Nettleship’s for an attack of syphilitic 
iritis. At this time the rash was still out. She was treated 
specifically with benefit; but in May some large hard glands 
appeared in the neck and at the end of the month she began to 
complain of pain round the waist and down the legs, worse at 
night-time, of difficulty in walking, and of incontinence of urine. 
On admission a week later, she was healthy-looking, but still pre- 
sented traces of her rash. The iritis had subsided. She had no 
voluntary power whatever over the right lower extremity, and 
could move the left only very slightly. There was no anesthesia, 
but she had pain in her legs. The superficial and tendon reflexes 
were all very brisk, and cloni were readily obtainable. She had 
incontinence of urine. There was no pain or tenderness in the 
course of the spine and no sign of disease in any other organ. 
She remained in the hospital six months, during which time (after 
a period of hesitation) her paralytic symptoms slowly improved, 
and at the time of her discharge, although the legs were still some- 
what weak and dragged, she could walk without assistance, and 
she had fairly well recovered power over the bladder. Her pro- 
eress was retarded by the occurrence of cystitis and the formation 
of bed-sores. Her treatment, both by Mr. Nettleship and while 
under my care was strictly anti-syphilitic. The points of chief 
interest are that when the paraplegia appeared the patient was 
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still suffering from secondary symptoms, and that she had been 
under the influence of specific treatment for about five months. 

My second case is that of a young man, aged 31, who was 
admitted under my care on the 19th June, 1891. He had hada 
chancre in 1881, followed by an eruption. His present illness 
began in January with pain extending down the right arm. After 
this had continued for three weeks he observed that the limb was 
becoming weak and thin. These symptoms continued; and three 
weeks ago he was attacked with pain in the right leg, which was 
followed in the course of two or three days by pain in the left leg, 
and loss of feeling in both legs. On June 3rd his water began to 
run away from him, and three days before admission this condition 
was replaced by retention. His bowels had been constipated. 

He was healthy-looking. He had no cerebral symptoms, and 
no tenderness in the course of the spine. The right trapezius, 
supra-spinatus, infra-spinatus, deltoid, triceps, biceps, and supinator 
longus were all much wasted, and the arm and forearm were 
from 1} to 2 inches less in girth than the left. The movements 
were all feeble. There was absolute loss of voluntary power in 
both legs, with exaggerated tendon and superficial reflexes; no 
tactile anesthesia, but entire loss of sense of pain. There were 
pigmented scars on the legs, and extensive scarring on both 
shoulders behind. No further evidence of disease. 

On the 23rd it was noted, that during the previous night “he 
had become rigid, and his speech indistinct; that in the morning 
this indistinctness of utterance was still present; that his left 
arm and the lower part of the left side of the face were paralysed ; 
that he had some difficulty in swallowing solids, and that he passed 
his motions involuntarily.” 

During the next few days the loss of power in the left arm 
increased, his legs became quite anesthetic in their whole length: 
he had constant jerkings in them, and -he suffered from pain 
referred to both temporo-maxillary articulations, to the muscles of 
the left arm and to the sternum. Subsequently there was some 
improvement as regards the movements of the left arm and the 
sensibility of the legs; but bed-sores formed, his urine became 
alkaline and offensive, and finally hypostatic congestion of the 
lungs supervened, and the case ended fatally, No post-mortem was 
allowed. It may be added that Mr. Lawford, who examined the 
eyes for me, reported the discs pale, filled in, with diminished 
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arteries; a little disturbance of choroid at outer side of right— 
probably post-syphilitic atrophy. 

The interesting features in this case are, that the disease ob- 
viously began with gummata or inflammation of the membranes 
of the cord about the cervical enlargement, the cord itself be- 
coming involved later, and that syphilitic disease of the brain 
supervened. The case, indeed, reminds me of the second case 
which I placed before you this evening, in which (although there 
was neither hemiplegia nor paraplegia) there was evidence of 
pachymeningitis about the cervical enlargement, and of the super- 
vention later of similar disease at the base of the brain. 

The third case is one that has recently been under the care of 
my colleague, Dr. Payne. The patient was a painter’s labourer, 
aged 24. When 16, he was crushed between a railway carriage 
and the platform, as a result of which, it is said, he had complete 
paralysis of both legs and weakness of both arms. He had re- 
covered at the end of eleven weeks, and was able to resume work ; 
and he continued well until eighteen months ago. About that 
time he had enlargement of the left testicle, which became as “‘ big 
as his fist.” An abscess also formed between the testicles, which 
was ruptured by accident and soon healed. He was under treat- 
ment for six or seven weeks, and took medicine which made his 
teeth sore. About four months afterwards he began to complain 
of pain on the left side of the head from the occiput to the eye, 
and of giddiness and nausea; and he became deaf in his left ear, 
and his left upper eye-lid drooped; but his sight was unaffected, 
and he did not see double. For six weeks he was under medical 
treatment for these symptoms, and it was while he was under 
treatment that his legs became weak. The headache, giddiness, 
and drooping of the lid gradually subsided, but the paralytic 
symptoms slowly increased upon him, until, four months ago, he 
had to give up work. At this time he was markedly unsteady in 
his gait, his left hand was clumsy, he complained that his left 
hand and leg felt numb and cold, and he had recurrence of 
cephalalgia, severe shooting pains in the thighs and legs, and in- 
continence of urine. Eleven days before admission he complained 
of a mist before his right eye, which gradually increased and 
‘became attended with pain. He has never had headache; nor 
does he allow that he has ever had syphilis. 

He is a robust-looking man. There is marked incoordination 
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of movement in both lower extremities. He stumbles as he walks, 
especially when turning round, and he cannot stand with eyes 
closed. He has impairment of sensation in the left leg from the 
knee downwards and in the sole of the right foot, and when walk- 
ing feels as if he were treading on something soft. Knee jerks 
and plantar reflexes absent. The muscles are not wasted and 
have considerable power. He has shooting pains in both legs, 
but mainly in the ieft. He has numbness in the tips of the fingers 
of the left hand, and the movements of the part are incoordinate 
and clumsy. The conjunctiva of the right eye is deeply injected 
and discharges muco-pus. The cornea is ground-glass-like, 
especially in its upper and inner part. There is no sign of ptosis, 
and the movements of the eyes are perfect. The pupils are equal, 
and act to light and accommodation. The left ear is somewhat 
deaf. The teeth are normal. He can micturate voluntarily; but 
when the bladder contains much water, this tends to trickle away. 
He improved under the use of iodide of potassium and mercury, 
and when I saw him seven weeks after admission his walking 
power had much improved, but he was still ataxic and unsteady 
and incapable of walking without assistance; he had quite re- 
covered the use of his left arm; the numbness had disappeared 
from the left hand and right foot, and remained only in the course 
of the left shin; he had lost his headache and neuralgia; his eye 
had greatly improved; he was still deaf, and his knee jerks were 
absent. His left testicle was larger than the right, and its epi- 
didymis was large, nodulated, and hard. 

This case was interesting partly because the question arose as to 
whether the patient was suffering from acquired or congenital 
syphilis; partly because, as in the last case, paraplegic symptoms 
were associated with symptoms referable to intra-cranial mischief ; 
but chiefly because the symptoms, so far at any rate as the lower 
extremities were concerned, presented the characteristic features 
of locomotor ataxy. I feel no doubt myself that the syphilis was 
acquired; and that the ataxic symptoms were due to specific 
syphilitic disease involving mainly the posterior columns of the 
cord. Ido not think that the railway accident or lead-poisoning 
had anything to do with his condition. 

Of syphilitic affection of the nerves, apart from those at the 
base of the brain and in the spinal canal, I have no knowledge or 
experience. But it seems not unreasonable to assume that nerves 
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in any part of their peripheral course may not only become involved 
in syphilitic lesions originating in their neighbourhood, but also 
may be the seat of independent gummatous infiltration of limited 
extent. Such cases have been described; and are probably not 
altogether uncommon. And at any rate localised anesthesia, neu- 
ralgia, or paralysis occurring in syphilitic persons, and not due to 
cerebral disease might reasonably be suspected of such an origin 
and be treated accordingly. Symmetrical peripheal neuritis, how- 
ever, occurring in a syphilitic patient I should certainly be indis- 
posed to regard as syphilitic excepting in that vague sense in which 
many constitutional symptoms following on syphilis are regarded 
as parts of that disorder. I do not purpose to discuss the symptoms 
due to implication of each of the intra-cranial nerves. But I shall 
content myself with making a few remarks on affections of the 
nerves supplying the muscles of the eyeballs, and I shall do this 
because some of my cases are interesting in this relation. Total 
and complete ophthalmoplegia externa I have never met with ex- 
cepting in cases of functional nervous disorder. In one such case it 
was associated with many other paralytic symptoms, continued for 
two years, and when at the end of that time the patient died from an 
accidental intercurrent disorder, no trace whatever of disease was 
detected in any part of the nervous system. In another such case 
in which I watched the gradual evolution of the ophthalmoplegia, 
and in which also there were many other grave symptoms present, 
the ophthalmoplegia lasted for nearly the same length of time as in 
the former case, and then the patient recovered completely. Con- 
jugate deviation of the eyes, presumably due to some lesion in- 
volving the nucleus of origin of one of the 6th nerves or the strand 
of fibres passing thence upwards to the opposite hemisphere of the 
brain, occurred in several of the cases which I have adduced as 
actual or suspected cases of cerebral syphilis. The occurrence of 
this form of ophthalmoplegia, like that of the total ophthalmoplegia, 
could scarcely be produced by any lesion excepting one situated 
within the pons or some other part of the brain. It is curious that 
in two of my cases there was what I ventured on one occasion to 
call, or rather miscall, double conjugate deviation. It will be re- 
collected that in the case of tubercle of the pons, which I quoted 

earlier in this lecture, one of the early symptoms was conjugate 
deviation of the eyes to one side, and that after a time the conjugate 
deviation suddenly ceased, and that thenceforth the patient had no 
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power of moving the eyes to the right or left, though retaining the 
power of moving them upwards and downwards freely. It seemed as 
though the condition originally causing deviation in the one direction 
had become complicated by a condition tending to cause deviation 
in the opposite direction, and that these, so to speak, balanced one 
another. It is probable that first one-sixth nucleus became affected, 
and then the other. The same phenomenon was present in Dr. 
Phillips’s case, and helped to make me believe that the patient’s 
lesion was in the pons and not meningeal or simply nervous. On 
the last occasion on which I saw this patient he was looking straight 
in front of him, and while he could not move either eye in the 
slightest degree to the right or left, his vertical movements were 
perfectly free. I may recall the patient’s statement that in the 
earlier part of his illness he did not notice persons or things to his 
right side, and yet he had not when I saw him, and seems never 
to have had, hemianopsia. It has seemed to me probable that at 
that time he had a tendency to conjugate deviation of the eyes to 
the left, and that this was the cause of his visual default. There 
is no doubt that in syphilis the motor nerves of the eyes are pecu- 
liarly prone to suffer, and that not unfrequently all of them become 
involved in a greater or less degree. But in my experience the 
paralysis always remains incomplete or unsymmetrical. 

I had intended to say much more than | have done concerning 
syphilitic affections of the nerves, and to add a few remarks in 
respect of the treatment of syphilis. But, gentlemen, I have 
already occupied the whole of the time you have placed at my 
disposal ; and I do not feel justified in further encroaching on your 
kindness, the more especially as there is nothing in what I bad 
intended to say on either of these topics that is particularly novel 
or particularly interesting. 

Here, then, I conclude my Lettsomian Lectures, and thank you, 
Mr. President and gentlemen, for the great kindness and patience 
with which from first to last you have listened to them. 
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ON THE PREVENTION OF SHORTENING AND OTHER 
FORMS OF MAL-UNION AFTER FRACTURE, BY 
THE USE OF METAL PINS PASSED INTO THE 
FRAGMENTS SUBCUTANEOUSLY, 


By C. B. Kerertey, F.R.C.S. Eng. 


THE object of this paper is to demonstrate a method of preventing 
or of removing shortening after fracture of the long bones by the 
use, combined with simple external appliances, of rigid metallic pins, 
inserted subcutaneously, or, at least, without a cutting operation. 
Oblique fractures of the femur are those which most commonly 
unite with shortening. I have had no opportunity of applying to 
any other bone the method about to be described, and the femur is 
an excellent type of all long bones; it will be convenient, there- 
fore, until the final paragraphs of this paper to consider the femur 
only. 

It is well known that surgeons of great eminence and high cha- 
racter have claimed uniform success in treating fractures of the 
femur without resultant shortening; but I think the trenchant 
criticism of these claims given in ‘‘Hamilton’s Treatise on 
Fractures,” proves conclusively that they have not been made out, 
and are not to be trusted. Hamilton devotes ten pages to this 
criticism, which shows the great importance he attaches to the 
question. The latest important article on fractures—namely, that 
in the second volume of Duplay and Reclus’ great ‘Traité de 
Chirurgie’—quotes Hamilton with approval on this point, and 
adds nothing of importance. I will venture to take it for granted 
that serious shortening occasionally follows fracture of the femur 
treated, however carefully, by all methods hitherto described. On 
the question of amount of shortening, Hamilton sums up as 
follows :—‘‘ When, in consequence of displacement, an overlapping 
occurs, the average shortening of simple fractures in adults, where 
the best appliances and the utmost skill have been employed, is 
from one-half to three-quarters of an inch ”’; but he does not deny 
that measurement of museum specimens gave a less favourable 
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result. Of nineteen specimens in Miitter’s cabinet, not one seemed 
to him to be shortened less than an inch; indeed, one showed a 
shortening of 24 inches and one of no less than 35 or 4 inches. 
Both these were fractures of the middle third. Surgeons who 
have gone on obtaining nothing but reasonably satisfactory results 
for years should give some of the credit to fortune as well as to 
their own skill. Even their less successful or more severely self- 
criticising brethren do not meet with extreme cases every day. 
Next, with regard to the effect of shortening. Though it be true 
that patients with an inch of shortening may get on very well, and 
with little or no limp, let anyone disposed to make light of such 
a misfortune spend some morning walking about with one boot on 
and the other off, and then say how he would like to be condemned 
to do so for life. As a matter of fact, all except careless or vain 
people, with even no more than #-inch shortening, wear a surgical 
boot raised by cork, and this means a serious and ceaseless expense 
to persons of small incomes. Moreover, no raised boot really 
corrects the deformity; it compensates for a short thigh by 
making a long leg and raises the knee-joint and ankle-joint to an 
abnormal situation. 

The following conclusions are to be deduced. A not inconsider- 
able proportion of cases of one of the commonest varieties of 
fracture known have united with serious shortening in spite 
of the careful use of the various appliances hitherto described. 
In 1893 the case stands very much as it did in 1801, when 
Benjamin Bell wrote :—“ An effectual method of securing oblique 
fractures in the bones of the extremities, and especially of the 
thigh bone, is, perhaps, one of the greatest desiderata of modern 
surgery. In all ages the difficulty of this has been confessedly 
great; and frequent lameness produced by shortened limbs arising 
from this cause evidently shows that we are still deficient in this 
branch of practice.”* But the general position in which surgeons 
stand now is one of great advantage compared with that of the time 
of Benjamin Bell, for there are now anesthesia, antisepticism, and 
subcutaneous surgery. Benjamin Bell, keen-sighted’ as he was, 
had to survey his field of action from a molehill; the present-day 
surgeon looks at his from a mountain top, from a height which, I 
think, brings into view a path surmounting the difficulties of 


* B. Bell’s ‘System of Surgery,’ vol. vii, p. 21, quoted by Hamilton. 
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treating oblique fractures of the femur. I am not going to advo- 
cate open incision, with pinning, pegging, or wiring the fragments 
together. Experience and the records of such treatment when 
applied to ununited fractures make it probable that such a plan, 
if at all generally adopted, would lead too often to failure of anti- 
septic precautions and consequent calamities. On the other hand, 
there are strong reasons for thinking that a carefully purified pin 
of thickly plated steel, if made to enter through # puncture in the 
skin, cleansed with equal care, can be passed through muscle and bone 
and left there for a considerable time with impunity... Assuming two 
such pins to be used, one perforating the upper, and the other the 
lower, fragment of a broken bone, there are also powerful a priore 
reasons for thinking that these two pins could be held at a right 
and reasonable distance apart also with safety. Moreover, the 
use of these pins would not prevent the simultaneous employment 
of splints, cradles, extensions, or other external appliances used in 
the ordinary manner. It is easy to see that these principles could 
be applied in a great variety of ways. For example (1) the pins 
could be made to perforate the hmb completely, or to stop short on 
one side of the bone; (2) they could be sharp, or screw-pointed, 
or gimlet-pointed, and could either be made to bore their own way, 
or a passage could be prepared for them by an independent instru- 
ment; (3) when in situ they could be held apart in different ways, 
too many even for enumeration; (4) only one pin might be used, 
the fragment under most: control (usually the distal one) being 
held in place and at proper distance by a wholly external appliance 
reacting against the solitary pin passed through the other frag- 
ment; or the pin might be passed through both fragments like a 
rivet, as was recommended by Gaillard; (5) the separation force 
could be rigid or elastic, or a weight extension; and (6) as any 
method of using pins could be combined with almost any kind of 
external appliance in use, the possible combinations to choose from 
are enough for nearly every surgeon to have a method of his own. 
The details of the method I have myself used and now recommend, 
are as follows. The instruments required are: (1) two L-shaped 
pins of hardened steel thickly plated with silver; (2) the patella 
instruments described by me in the ‘ Lancet’ for December 10th, 
_ 1892, or, at least, the long-bladed bradawl; (3) a pointed teno- 

tomy knife; and (4) a flat sand pillow. Hach L-shaped pin con- 
sists, of course, of two arms, one cylindrical (44'), the other (bB’) 
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flattened in a plane at right angles to the founded arm. The 
cylindrical arm is of the diameter of a No. 7 (French scale) 
catheter—i.e., it is 7 millimetres in circumference—and has a 
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rounded blunt point. The length is 33 inches, 7.e., nearly 9 centi- 
metres. The flattened arm of one pin is 3 inches long, that of the 
other being 5 inches. Both are 34-inch wide, about ~5-inch thick, 
and there are notches at the edges at intervals of +inch. The 
patella bradawl has, it may be mentioned, a blade 33 inches long, 
and both its blade and its handle are of one smooth piece of 
nickelled steel, the handle being made hollow for lightness. 
Operation.—Stringent antiseptic precautions must be used, and 
they are particularly easy in an operation like this, where the 
open wound is a puncture, and nothing enters it except two or 
or three straight and smooth pieces of plated steel. This easiness 
is no excuse for carelessness—it only makes neglect inexcusable. 
The following are the details of the operation:—l. Reduce the 
fracture under ether, breaking it down again if union has taken 
place recently in the bad position. 2. Whilst two assistants make 
extension and counter-extension, adjust the fractured ends and try 





OF MAL-UNION AFTER FRACTURE. 185 


to ascertain the precise seat and place of fracture. Select a point 
in each fragment likely to be clear of the fracture, and in such a 
position that a straight line from it transversely perforating the 
bone would keep well clear of important vessels and nerves, 
synovial membranes, &c. In both my two cases I have been sur- 
prised to find how far it was necessary to go from the fracture in 
order to find a firm place in the lower fragment. The two points 
selected should lie as nearly as possible above one another, and not 
in a spiral line circling the limb. 3. Puncture the skin, push the 
bradawl through the puncture down to the bone, use it very 
gently as a probe to define the position of the bone, and then bore 
steadily through. Take care not to break the long blade and not 
to perforate obliquely. 4. Slip the director along the awl. If the 
handle of the latter is in the way bend the former a little and have 
the skin pressed down on the bone. 5. Withdraw the awl, twist- 
ing and not jerking it out; keep the director carefully in position. 
6. Pass in one of the pins through the bone and withdraw the 
director. Repeat 3, 4, 5, and 6 in the case of the upper fragment. 
Take care to bore both fragments in the same longitudinal plane. 
7. The two pins being now in the bone, turn them into such a 
position that the flat arm of one lies upon and touches the flat 





Fic. 3.—I. Femur (lesser fragment). II. Artery. III. External popliteal nerve. 
IV. Dressings. 


arm of the other. If the pins are to remain less than 5 inches 
apart, the long-armed pin must lie over the other. The advantage 
of making the flat arms of different lengths will now be seen. 
The pins can be thereby fixed at any distance from 2 to 6 inches 
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apart. 8. Full extension being made, and the limb demonstrated 
by measurement to be of proper length, lash the flat arms of the 
pins together with silver wire pulled taut and twisted home at the 
ends. See that there is full tension on the pins before fixing them, 
for they have a slight elasticity. If this point is not attended to 
¢ 1nch or more may be lost. 

Dressings.—lodoform gauze wrung out in sublimate solution 
(1 in 2,000) should be placed beneath and above the external 
arms of the pins; the gauze should be flat and not lumpy. Over 
the gauze a well-roiled wood-wool pad should be placed, and all 
round the limb at and near the fracture there should be a sheet of 
absorbent wool. The whole should be bandaged firmly and evenly 
—firmly enough to prevent any internal extravasation. Lastly, 
external appliances suitable to the case should be put on. If, as in 
my first case, the superior fragment tends to ride forward, 1 use a 
double splint with transverse iron lips or brackets, and in all cases 
I should use extension. 

My two cases were: (1) A boy, aged 13, operated on in the 
West London Hospital on March llth, 1892; and (2) a man, 
aged 24, operated on there on December 20th, 1892. Inthe former 
case union of a fracture at the junction of the upper with the 
middle third of the femur had already taken place, and the bone 
had to be refractured. In the latter the fracture was ten days old. 
The amount of shortening, in spite of my house surgeon’s efforts 
to abolish it, was in the case of the boy nearly 24 inches clear, and 
in the case of the man 1 inch. The use of the pins absolutely pre- 
vented the slightest shortening. In the boy’s case they were re- 
moved too early, namely, on the twentieth day, and he left the 
hospital with $ inch of shortening due to angularity at the point 
of fracture.. Absenting himself for a month, he then returned 
with more angularity still. In this case the pins were not kept 
in long enough, and he ought not to have been allowed to escape 
from observation. He slept well the night after the operation, and 
never complained of pain, nor had he any rise of temperature. The 
pins caused no irritation. .They were merely improvised out of a 
stout old white-metal wire retractor (plated). The man lay in a 
long splint with 7 lb. weight extension, and the pins were in situ. 
until the forty-third day after operation and the fifty-third after 
fracture. ‘There was no pain and no sign of irritation, general or 
local. His temperature remained normal except two days after 
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operation, when it reached 99°4°. Firm union resulted without the 
slightest shortening. When the dressings were removed, the pins, 
which had been imbedded for forty-two days, were found to be 
a good deal rusted, exciting superficial suppuration at the orifices 
of the puncture, but no pain or rise of temperature. Under 
boracic dressings the punctures healed in a few days. I am sorry 
to say that this patient fell down owing to his crutch slipping, and 
rebroke the femur, but probably without tearing the periosteum, 
as there was no deformity, no shortening, and no swelling, but 
only tenderness and weakness.* 

It is demonstrated, therefore, that the pins can be left painlessly 
and apparently without doing harm in the femur, and that, in com- 
bination with simple extension and the long splint, they can com- 
pletely prevent shortening. With regard to the best time for insert- 
ing them, I should recommend about ten days to a fortnight after 
the accident. By then effusion should have become either absorbed 
or organised, leaving only well-vitalised tissues to deal with any 
germ that might accidentally enter. By that time, also, it would 
be seen whether thorough reduction and ordinary appliances would 
suffice for the case or not, and at that period, also, the tracks made 
for the pins need not communicate with the fracture itself. 


The Presipent thought the method suggested was bold, ingenious, 
and likely to be beneticial in some cases, but for his own part he 
adhered firmly to the loug splint, apphed under anesthesia with over- 
extension to 1 inch of lengthening. He did not approve of discarding 
the perineal band, as was done by some surgeons in modern times. 

Mr. Harrison Cripes remarked on the fragility of the pins shown. 
He thought the cases for which they might be appiied were very few, 
and adverted to the danger of perforation by one fragment in the 
struggles resulting from the administration of an anesthetic. The 
spasmodic contraction of muscles subsided by the third day, when the 
hmb could be put up without any great effort. 

Mr. OPpENSHAW was in accord with the remarks already made by Mr. 
Cripps, and thought it was an advantage to have the edge of the splint 
bare and notched so as to exert extension throughout the limb by 





* In a fortnight the limb was apparently quite firm and strong again, with- 
out deformity and without shortening. Such a quick union will seem almost 
incredible to surgeons familiar only with ordinary fractures, which are, of 
course, caused by considerable violence and accompanied by great damage to 
the periosteum ; but after refracture from slight causes reunion is usually very 
quick, probably because the fibrous parts clasping the fragments together are so 
little disturbed. : 
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bandages rather than by the stirrup alone; by this means, without 
discomfort to the patient, sufficient traction could be exerted to overcome 
any degree of shortening. 

Mr. K¥ETLEY, in reply, said he intended the method only for special 
cases. There was sufficient strength and rigidity in the pins, and the 
power required to keep the fragments in position was not great. 


THE PHYSIOLOGY OF DEATH FROM TRAUMATIC 
FEVER: A STUDY IN ABDOMINAL SURGERY. 


By Joun D. Matcotm, M.B., C.M., F.R.C.8. Edin. 


In the clinical study of traumatic fever many facts may be 
observed which indicate that marked disturbance of the vascular 
system may be associated with a very slight rise of body tempera- 
ture, and, conversely, that a decided elevation of the thermometric 
record may occur conjointly with no very evident alteration in the 
pulse rate. Recent investigations* into the physiology of heat 
production, and of the increased temperature of the body during 
the febrile process, show that both heat production and heat 
elimination are under the control of the nervous system, and that 
each may occur independently of the condition of the vaso-motor 
system. Thus, both on clinical and experimental grounds, we are 
justified in considering the vascular conditions and the thermal 
conditions found during a traumatic fever as independent effects 
of one cause. 

The Local Vascular Conditions of an Inflamed Part.—When an 
injury is inflicted on the tissues there is brought about a condi- 
tion of the affected part which Lister has described as ‘“‘ bordering 
on loss of vitality, but quite distinct from it.’’+ The blood does 
not flow freely through the irritated area, and serum and leuco- 
cytes are exuded locally. The surrounding vessels are dilated, 
and through them there is a very free circulation. Other changes 
may take place, resulting in the formation of cicatricial tissue, 
but resolution may follow without any alteration of structure. 


* Macalister: ‘Gulstonian Lectures,’ ‘Brit, Med. Jour.,’ vol. i, 1887, — 


p. 670. 
t+ ‘On the Early Stages of Inflammation :” ‘ Phil. Trans.,’ vol. exlviii. 
ft Watson Chyene: Heath’s ‘Dictionary of Surgery,’ Art. “ Inflammation.” 
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Clinical observation shows that the evidences of local disturbance 
increase for about three days before signs of recovery begin. 

The General Changes in the Vascular System during an Inflam- 
mation.—When these local changes are taking place there is a 
contraction of the vessels throughout the body,* and this also, in 
normal conditions, reaches its maximum in about three days. It 
is usual for the pulse to become quicker and smaller at the same 
time that the temperature rises, but there is sometimes a marked 
divergence between the degree of the changes in the pulse and of 
those in the temperature. The heart action may be comparatively 
slow, and when this occurs the character of the pulse may be full 
and hard, or small and feeble. If the temperature be high after 
an operation, and the pulse at the wrist be small and feeble but 
slow, there is a bounding impulse in the large vessels, and there 
are loud, distinct heart sounds, with an accentuated second sound 
in the aortic and pulmonary areas. These conditions indicate 
distinctly that there is a rise of blood pressure, and that this is 
brought about by increased resistance in the peripheral vessels. It 
is obvious that the heart is beating powerfully, whilst the pulse is 
small and feeble. We must conclude, therefore, that although a 
small weak pulse may of course be due to debility of the heart, yet 
feebleness of the pulse at the wrist 1s not necessarily an indication of 
cardiac weakness. The small vessels may be so contracted that the 
blood-flow is almost excluded from them. The force and fulness of 
the pulse beats must be taken only as an index of the strength of 
the heart relatively to the obstruction induced by the contraction of 
the vessels between the artery examined and the heart. The 
heart action may be very strong, yet the pulse may be very feeble, 
or may even be absent in some of the vessels. Although the 
signs of this extreme contraction are only to be made out clinically 
in cases in which the heart continues to beat slowly, there can be 
no doubt that a similar contraction of the vessels takes place in all 
cases. If there be no complication the evidences of general dis- 
turbance of the vascular system disappear when the local abnormal 
changes are recovered from. 

The Relationship of the Local Vascular Changes to those of the 
Vascular System generally in Inflammation.—A local increase of 
resistance to the blood-flow through an inflamed part would fally 


* Broadbent on Fever: Quain’s ‘ Dictionary of Medicine.’ 
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account for the contraction of the vessels throughout the body and 
for the rise of blood pressure which takes place.* But there is an 
area of vascular paralysis around the inflamed centre which must 
tend to diminish rather than to increase the local intra-vascular 
pressure, so that a local increase of resistance to the blood-flow 
cannot be the cause of the general contraction of the vessels. It 
is obvious, however, that the effect produced on the nerves of the 
inflamed area—on the nerves of the tissues in which stasis exists 
—must result in an impression on the vaso-motor centre that blood 
is not flowing through the part; that although surrounded by an 
unusually active circulation there is in these tissues a want of 
fresh blood. The intensity of this impression on the nervous 
centre will increase with the extension of the local action. An 
attempt may be made on the part of the vaso-motor system to 
satisfy the necessity for an increased supply of blood to any par- 
ticular area in two ways, namely, by local vascular relaxation or 
by a general contraction of the vessels throughout the rest of the 
body. Both these conditions are produced by an inflammation. 
The dilatation of the vessels surrounding an inflamed area was 
shown by Lister to be a local condition which may be produced in 
the limb of a frog after it has been separated from the body.t 
The object of this vascular relaxation may well be to admit more 
blood to the inflamed part. But, however great the calibre of 
the minute vessels may become, there still remains the central 
area of stasis and diminished blood supply. It is obvious that the 
continuous want of fresh blood in this area is an adequate cause of 
the general contraction of the vessels which occurs. It is, on the 
other hand, believed by many that the phenomena of traumatic 
fever are aways due to the existence of morbid matter absorbed 
from a wound and circulating in the blood. Even in aseptic 
conditions it is said that a ‘‘ hypothetical substance, ‘ pyrogen,’ ”’ 
is produced from the damaged tissues, and is the cause of fever. 
In support of this view it is asserted that all the component parts 
of wound discharges are pyrogenous.t Without doubt, wound 
discharges and other substance, if injected into the blood stream, 
do act on the vascular system and on the heat-regulating mechan- 
ism. Certain substances, also, which are produced in putrefying 
* Landois and Stirling’s ‘Physiology,’ 4th Ed., Pe 141. 


+ * Phil. Trans.,’ vol. exlviii, loc. cit. 
ft Victor Horsley: Heath’s ‘Dictionary of iso? vol. ii, pp. 367, 368. 
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animal matter and in unhealthy sores, if introduced into the 
system, even in small quantity, either by injection or through a 
wound, will kill the patient with absolute certainty. This is not 
to be denied, but it is the object of this communication to show 
that the phenomena of fever, and now more particularly the 
vascular changes, may be explained without assuming the exist- 
ence of any such poison, that, in fact, the changes which consti- 
tute the febrile condition are caused by peripheral irritations 
acting through the nerves on the nerve centres, a view which has 
already been ably advocated from another standpoint by Dr. Hale 
White.* The conditions under which the individual constituents 
of healthy discharges may be separately introduced into the blood 
stream are widely different from those which exist in the case of a 
healthy wound. It seems to me that when fever is increasing, as 
the result of a healthy inflammation in a wound, vital action in 
the immediate neighbourhood of the injured part diminishes. The 
tissues become partially devitalised, whilst the blood and other 
fluids become stagnant. If the parts be kept absolutely quiet, 
resolution may take place with very little constitutional disturb- 
ance. But if local action be severe all the appearances which may 
be observed indicate that the exuded matters remain in the tissues 
of the inflamed part till resolution begins, while beyond the area 
in which this exudation occurs there is no evidence that the blood 
is altered directly by the local changes. If the irritation be sufh- 
ciently severe the central parts may actually die and be separated 
asa phlegmon. Thus, during the advance of a healthy inflamma- 
tion it would seem that there is very little, if any, evidence that 
new products are thrown into the circulation from the action 
taking place in the injured parts. Absorption of serous matter 
must take place if union by first intention results when a wound is 
closed without due provision for drainage having been made. 
But the more quickly the absorption takes place the less is the 
disturbance of the pulse and temperature. It is when the dis- 
charges are not absorbed, when they collect between the lips of 
the wound or in the surrounding tissues and remain there, that 
febrile reaction runs high. With the spread of the local process 
there is a corresponding increase of the febrile phenomena. When 

* “The Heat Centre Theory from a Clinical Point of View:” ‘ Guy’s Hos- 


pital Reports,’ 1884. ‘The Theory of Pyrexia,” ‘ American Journal of Medical 
Science,’ Nov., 1890, and other papers, 
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inflammation is undergoing resolution the case is different. Then 
absorption of exuded solids and fluids must occur. There are 
probably unusual chemical reactions taking place locally, and 
resulting in abnormal chemical products, some of which must pass 
into the circulation. At this time, however, the contracted condi- 
tion of the vessels and all the other indications of fever are 
subsiding. 

The Condition of the Vessels during Shock.—A study of the 
phenomena to which the term ‘‘ shock” has been given throws 
light on the question under consideration. It is very generally 
asserted that the condition of shock is due to a paralysis and dila- 
tation of the vessels, especially of those governed by the splanch- 
nic nerves,* and it has been experimentally proved that these 
vessels may be so dilated as to produce symptoms lke those of 
hemorrhage.t There seems, however, to be reason for believing 
that in shock a contraction of the vessels occurs asin fever. If 
shock were due to a paralysis and loss of tone in the vessels it 
would be most unlikely that we should find the signs which may 
occasionally be observed in shock as in traumatic fever—namely, 
a small, feeble pulse with a strong, powerful, slow heart action, 
In one case I noted immediately after an operation an almost 
pulseless condition at the wrist, whilst the heart was beating 
48 times to the minute, and manifestly with great force. The 
evidence to be derived from experimental inquiry is also in 
favour of the view that there is a contraction of the arteries in 
shock, for the stimulation of any sensory nerve seems to bring 
about a constriction of these vessels.t 

The Effects of Exposure to Cold in Shock and in Fever.—Exposure 
to cold after an injury greatly increases the severity of the 
symptoms of shock; indeed, a condition closely resembling that 
of shock may be induced by cold alone. The direct effect of cold 
is to cause a constriction of the exposed capillaries and a conse- 
quent increase of resistance to the blood flow through them. In 
health the influence of the vaso-motor system immediately comes 


* MacCormac: Quain’s ‘Dictionary of Medicine,’ Art. “Shock.” Payne’s 
‘General Pathology,’ p. 153. H.C. Wood on Fever, p. 98. Victor Horsley: 
Heath’s ‘Dictionary of Surgery,’ vol. ii, p. 434, 

+ Landois and Stirling’s ‘ Physiology,’ 4th Ed., p. 837. 

t Lister: ‘Phil. Trans.,’ vol. exlviii, p, 611. Landois and Stirling’s ‘ Physio- 
logy,’ 4th Ed., pp. 748 and 835. 
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into play, causing dilatation of the vessels leading to the parts 
where the capillary circulation is obstructed and also reflexly 
throughout the body. This is the healthy action caused by 
exposure to cold, and is obviously opposed to the condition of con- 
traction of the vessels produced in fever. This action, therefore, 
seems to afford an explanation of the beneficial effect of cold appli- 
cations in febrile conditions. In accordance with this view an imme- 
diate improvement of the pulse may often be noted when an ice-cap 
is applied for the reduction of fever. If, however, the temperature 
of the surface be lowered too much, the obstruction in the super- 
ficial vessels becomes so powerful that the compensatory dilatation 
of those leading to the surface is not sufficient to counteract the 
opposition to the bloodflow induced by the cold. The second action of 
the vaso-motor system then comes into play. The vessels elsewhere 
contract so as, if possible, to force the blood into the skin. The 
condition of shock may be thus produced, and this seems to be the 
explanation of the collapse which sometimes takes place when 
cases of high fever are treated by the cold bath. The internal 
parts of the body are the last to be affected by cold; hence in 
shock, unless death be instantaneous, the circulation goes on 
longer in the internal and warmer areas of the body. We there- 
fore find an “enormous distension of the abdominal vessels.* 
This, however, is not the cause, but a consequence, of the mode of 
death. It is to be particularly noted that in shock there is no 
time for the development of any poison; the symptoms must be 
due entirely to nervous action. It follows that the same effect 
may be of nervous origin in traumatic fever also, and it seems 
more rational to attribute the pulse phenomena to the action of a 
mechanism which is known to exist than to the presence of a 
hypothetical poison acting in a manner not known. 

A general contraction of the vessels will, however, tend to set in 
action those nerves which indicate that a greater supply of blood is 
required by the various tissues. This must act as a check on the 
extent of the vascular constriction, and therefore the condition of 
the vessels during a traumatic fever depends on the comparative 
strength of the reflex stimulus to contraction arising in the inflamed 
area and of the normal regulating force of the vaso-motor system. 

The Effect of Constipation and Obstruction of the Bowels on the 
Condition of the Vessels in Traumatic Fever.—It is well known that 






* Payne, loc. cit. 
VOL. XVI. 13 
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if constipation be permitted to continue after an operation an 
exacerbation of the fever is apt to take place. In abdominal 
surgery, serious disturbance, and even death, may be induced by 
retention of the contents of the bowels after an operation. The 
symptoms produced by this condition have been very generally 
mistaken for those’ of peritonitis. The diagnostic signs which 

distinguish inflammation of the peritoneum from a simple reten- 
tion of flatus after an abdominal section had not, so far as | know, 
been differentiated until I published a paper on this subject in the 
autumn of 1887.* About a month after my paper was read before 
the Medical and Chirurgical Society of London, Professor Ols- 
hausen made a communication to the Obstetrical and Gyne- 
cological Society of Berlin, in which he advocated views to some 
extent similar to my own on this subject. He gave the cause of 
death in these cases the excellently descriptive name of ‘‘ pseudo- 
ileus.” Six months later Dr. F. Verchéret published a paper in 
which he also described death from paralysis of the intestine 
following abdominal operations. Both these writers stated that 
this mode of death had not previously been described. Their 
papers seem to be attempts to define the same class of cases as 
those which I had described ; but the conclusions which have been 
come to by Olshausen and Verchére differ widely and in most 
important respects from those which I have arrived at. This isa 
convenient opportunity for further discussing this question, as the 
conditions found in cases of pseudo-ileus throw light on the causes 
and also on the effects of contraction of the arteries in inflamma- 
tion. During an abdominal section there is obviously a consider- 
able likelihood that the various coils of intestine may be dis- 
arranged, and may be left in such positions that the downward 
passage of the contents of the gut will be hindered. The peri- 
staltic action of the intestines usually unfolds any awkward turns 
which are thus produced in its lumen; but adhesions may take 
place very quickly, and may so absolutely fix the bowel in an 
unfavourable position that only considerable force will release it. 
The exposure and manipulation of the bowel also produce a 
temporary partial paralysis which favours the formation of adhe- 


* On the Condition and Management of the Intestine after Abdominal 
Section,’ ‘Medical and Chirurgical Transactions,’ vol. 1xxi. 

+ ‘ Centralblatt fiir Gynecologie,’ January, 1888. 

t ‘Revue de Chirurgie,’ July, 1888. 
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sions and diminishes the likelihood of the bowel being released by 
the force of peristalsis. When death takes place in these cases, 
evidences of peritonitis are usually found post mortem, but if the 
abdomen be reopened with a view to relieving an obstruction, 
evidence of peritonitis may be wanting, although the symptoms are 
well established, and sometimes after death there is no sign of this 
disease. Again, it may often be observed that when the symp- 
toms are progressing they suddenly subside after an escape of 
flatus from the rectum. 

When retention of the contents of the bowel occurs the con- 
dition of the patient is a most dangerous one. In a typical case of 
pseudo-ileus it is important to note that the signs and symptoms 
are exactly those of an uncomplicated case until an amount of fluid 
and gases sufficient to produce symptoms of obstruction has col- 
lected in the intestine. If there be no other complication, the 
initial symptom is usually distension of the abdomen, and this is 
first seen on the second or third day after operation, at or about 
the time of the highest temperature and pulse naturally arising 
from the traumatic fever. The thermal and vascular systems may 
show a tendency to assume their normal conditions whilst the dis- 
tension increases, but if relief be not obtained there is always a 
return of the rise of the temperature and pulse. This may occur 
at a very variable period, from a few hours to two or three days 
before death. The pulse and temperature may rise together, but 
in these cases a most marked divergence between the extent of 
the changes in the pulse and in the temperature may be observed. 
The pulse-beat invariably becomes small and feeble as the ab- 
dominal distention becomes greater. The small pulse is due to 
contraction of the vessels of the body generally. The distension 
of the walls of the gut must lengthen, narrow, and compress its 
vessels and so cause an increased resistance to the flow of blood 
through them. ‘This produces a reflex constriction of the arteries 
throughout the body and a general rise of blood pressure. As this 
occurs when the vascular tension is already high from traumatic 
fever, it is obvious that the effect on the pulse must be very great. 
Consequently in peritonitis with distension there is invariably 
found a very small thready pulse. That the small pulse in cases 
of pseudo-ileus following abdominal section is not necessarily due 
to cardiac debility is shown by a comparison of the pulse with the 
condition of the heart and large vessels, which in not a few cases 

13—2 
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reveals the same relationship as exists in traumatic fever and in 
some cases of shock—namely, a small feeble pulse with a strong 
heart action. 

The effects of contraction of the arteries on the rate of the cardiac 
rhythm.—The contraction of the arteries must throw a great 
-increase of work on the heart, and it is clear that the cardiac 
muscle does not in ordinary circumstances work at its full power. 
It is also known that in many diseases of the heart and of the 
kidneys, when increased work is thrown on the former, cardiac 
hypertrophy occurs, and the heart’s action is frequently slowed in 
accordance with Marey’s law.* If, however, the work of the heart 
be too greatly or too suddenly increased, a quick, feeble pulse 
results, or instantaneous death may occur.t It is a clinical fact 
that a weak heart is very apt to be a quickly beating heart. But 
too much work and weakness are terms entirely relative. Just as 
in active exercise, in which there is a strictly physiological but, it 
may be, an extreme condition, the rapidity of the pulse must be 
attributed to the extra work required of the heart, so the quicken- 
ing of the pulse in fever and in shock is a simple result of the 
increase of work thrown upon the cardiac muscle by the contrac- 
tion of the arteries. This matter is elucidated by a study of 
certain cases in which constriction of arteries and increase of blood 
pressure occur without any corresponding acceleration of pulse- 
rate. Such a case as the following indicates well the condition to. 
which I wish to direct attention. The patient died of pseudo-ileus, 
but the pulse was beating 96 to the minute six hours before death. 
One hour before death the pulse could not be counted at the wrist, 
though the heart was beating loudly and distinctly 108 to the 
minute. The temperature in the axilla was 101°6° F. I have 
never seen any other patient dying in this way without the pulse 
rising for days before, and finally becoming uncountable at from 
140 to 160 to the minute. At the post-mortem examination in this 
case it was found that the cardiac muscle was remarkably firm 
and healthy, and that the wall of the left ventricle was hyper- 
trophied to quite twice its normal thickness, whilst its cavity was 
not enlarged and its valves were in every respect normal. The 
evidence of cases like this seems strongly in favour of the view 

* Foster’s ‘ Physiology,’ 3rd Ed., p. 178. 


¢ ‘Remarks on Failure of the Heart from Over-strain’: Roy and Adami, ' 
‘ Brit. Med. Jour.,’ vol. ii, 1888, p. 1321. 
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that if the heart be sufficiently powerful it will not beat rapidly 
from the existence of a simple inflammation unless this be of the 
most intense character or accompanied by other conditions acting 
adversely on the heart. Consequently the quick pulse is due to 
weakness of the heart relatively to the amount of work required to 
be done by it. This applies not only to individuals but to physio- 
logical conditions. For instance, the undeveloped heart of the 
child is apt to beat more rapidly than that of an adult under 
similar circumstances. In the parturient woman also the pulse is 
characterised by a comparative slowness, sometimes in strong 
contrast to the state of the temperature. In women after delivery 
there exists an excess of cardiac power from hypertrophy of the 
left ventricle, and this hypertrophy is most marked in multiparse,* 
in whom also the slow cardiac action after delivery is most 
obvious.t It is open to conjecture that a similar hypertrophy may 
frequently occur in cases of abdominal tumour and chronic inflam- 
matory disease, and may account for the truly marvellous re- 
coveries that sometimes follow operations in such cases.t Although 
the character of the pulse depends on the state of the vessels more 
than on the strength of the heart, it may be said that cardiac 
weakness and cardiac overwork come to very much the same thing. 
There is, however, reason to believe that death from traumatic 
fever, from some cases of shock and from pseudo-ileus following 
laparotomy, usually begins elsewhere, and not at the heart. In 
cases of pseudo-ileus following an abdominal section, the evidence 
to this effect is most easily made out, because in these cases a con- 
traction of the vessels is induced, whilst the inflammatory condi- 
tions are becoming less marked, and therefore the effects of 
contraction of the arteries are to some extent separated from the 
other results of the inflammation. 

Olshausen’s and Verchére’s explanation of the symptoms and of the 
cause of death in cases of pseudo-ileus—Olshausen and Verchére§ 

* Playfair’s ‘Midwifery,’ vol. i, p. 139. 

+ Otto Spiegelberg’s ‘ Midwifery,’ translated by J. Hurry, vol. i, p. 289. 

+ In a paper recently published by Roy and Adami on the ‘ Physiology and 
Pathology of the Mammalian Heart’ (‘ Phil. Trans.,’ vol. clxxxiii B, 1892, 
p- 270), it is shown by exact experimental methods that a rise of blood pressure 
in the systemic arteries causes an increase in the force of the heart’s contrac- 
tions, and that this increase of force may or may not “more than counter- 
balance the increase in resistance to the contraction of the left ventricle” 


caused by the rise of the blood pressure. 
§ Loe. cit., vide p. 194, supra. 
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attribute the deaths in these cases to the absorption of some 
poisonous substance from the alimentary canal, and this is the 
explanation given by most recent writers of the effect of con- 
stipation on traumatic fever. This explanation is not altogether 
satisfactory. A simple obstruction of the bowels, as from a 
stricture, may be complete, and yet the patient may continue to 
exist for many days, even for weeks.* Death is eventually due 
to a gradual exhaustion of the vital powers or to some accidental 
complication ; but obstruction of the bowels during the first three 
or four days of convalescence from an abdominal section, if com- 
plete, is invariably fatal not later than three or four days after 
progressive symptoms of obstruction become well marked. The 
passage of flatus through the anus, a movement of the bowels, or 
the removal of a large quantity of fluid from the stomach by 
means of the cesophageal tube will alleviate the symptoms and 
may delay the result; but unless the obstructive condition be 
removed, death is inevitable. On the other hand, if the abdo- 
minal distension be permanently relieved, recovery may take 
place when the adverse symptoms are very far advanced. The 
phenomena induced are therefore clearly due to the combination 
of the effects of obstruction of the bowels with those of traumatic 
inflammation. Conversely, it may be observed that all cases of 
rapidly fatal obstruction of the bowels are complicated by some 
inflammatory mischief, injury, or strangulation of tissue. Verchére 
states that micro-organisms are found in the fluid in a hernial sac, 
especially if much manipulation has been employed in taxis, and 
that if such fluid be reduced into the peritoneum death results 
from the septicemia which he has described. He argues that 
when intestinal paralysis occurs after a laparotomy, there is a 
peculiar condition of the walls of the intestine which permits 
a kind of filtration through the intestinal coats. Consequently 
there is an escape of intestinal fluids or putrid gases. These fluids 
and gases are charged with micro-organisms which find in the 
peritoneum a favourable nidus for their absorption, and septicaemia 
commences.f It is, however, to be noted that Verchére includes 
in his paper the consideration of a great variety of conditions— 
namely, accidental injuries to the abdomen and operations for 
herniz of all kinds, as well as Japarotomies jfor various objects. 


* Treves on ‘Intestinal Obstruction,’ p. 302. 
ft ‘ Revue de Chirurgie,’ July, 1888. 
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He joins together for the purposes of scientific evidence all these 
cases, whether the gut has been left without damage or has been 
seriously injured. To embrace the results of such a wide range 
of observation and to endeavour to reduce the pathology of so 
many varying conditions to one standard, tends rather to confuse 
than to elucidate the ideas which are formed of the pathological 
changes under consideration. <A case of strangulated hernia, or of 
severe contusion or laceration of the bowel, should not be classed 
with a case of laparotomy, in which no injury whatever has been 
done to the intestine beyond its exposure and manipulation with 
the hands and with the sponges. Yet Verchére distinctly says 
the strongest contingent of deaths from paralysis of the bowels is 
found in the simpler cases. Verchére and Olshausen have sepa- 
rated cases of death due to pseudo-ileus from those due to peri- 
tonitis, but they have still confounded them alike in their clinical 
and pathological aspects. They have made up their clinical 
picture from a consideration of both simple and complex cases, but 
mainly from the former, their pathology being founded entirely 
on the conditions observed in complicated cases only. Verchére’s 
statement that these cases show a well-marked facies abdominalis 
is certainly not correct. The patient may be quite sensible, 
cheerful, and hopeful till half-an-hour before death. Again, the 
temperature, according to Verchére, is normal or subnormal till 
the last moments, while the pulse is feeble and rapid throughout. 
This is not to be observed in an uncomplicated case of ileus, 
or pseudo-ileus, following a laparotomy. In making the vomiting 
a general symptom, as opposed to the local ones, Verchére 
evidently means to attribute this to the septic condition which he 
believes to exist. From the fluid which accumulates in the 
alimentary canal, it is assumed by Verchére, Olshausen, and many 
others, that a poisonous matter is absorbed, which is the cause of 
the symptoms—and of death, if death ensue. Nevertheless, it is 
easy to observe in these cases that whilst the obstructive condition 
continues large quantities of fluid are thrown into the alimentary 
canal, and are in great part ejected by the act of vomiting. 
During the continuance of this process the condition of the patient 
grows steadily worse. If, on the other hand, as not infrequently 
happens, the obstructive condition be suddenly removed, so that 
the flatus passes downwards, the vomiting at once ceases. It is 
evident that under these circumstances much of the liquid contents 





200 THE PHYSIOLOGY OF DEATH 


of the bowel must be absorbed, for diarrhoea does not often occur ; 


but the escape of flatus from the bowel and cessation of vomiting 


in these cases are invariably accompanied by a marked improve- 
ment of the general condition. There is often a sharp rise of tem- 
perature with this improvement, due to the tearing of adhesions. 
The pulse, however, rarely rises in proportion, and usually becomes 
slower and softer in contrast with the temperature change. Thus 
the patient becomes worse when getting rid of the fluid from the 
bowels freely, and improves when absorbing it. The evidence to 
be found in these conditions seems very inadequate to support the 
conclusion that a poison in the intestine is absorbed and causes the 
symptoms. It seems more likely that the vomiting is due to exactly 


the same causes as in simple obstruction of the bowels, and that 


the great quantity and character of the vomit may be explained in 
other ways.* 

The Hffect of a General Contraction of the Vessels on the Tissues.— 
The evidence of the existence of any form of poisoning being thus 
defective, the question arises whether there is any other possible 
explanation of the signs and symptoms observed. Another, and I 
think a more rational, interpretation of the processes which 
precede death may be given. It has been seen that inflammation 
causes a diminution of the pressure in the small bloodvessels and 
increase of vascular tension in the heart and large vessels. This 
condition is aggravated by intestinal distension. It is obvious 
that if the contraction of the vessels becomes sufficiently intense 
in any particular area, either the affected area must be altogether 
deprived of blood or the regulating force of the vaso-motor 
system must come into play, and constrict some and, if need be, 
all the other vascular areas in an endeavour to force the blood 
into that first affected. Such an intense contraction of the vessels 
affects both the tissues and the blood itself. 

First, as regards the tissues. In cases of obstruction following an 
abdominal section, the urine invariably diminishes in quantity and in 
specific gravity as distension progresses; but there is no albuminuria. 
The amount of urine in health depends on the difference of “ pres- 
sure between the blood in the glomeruliand the pressure within the 
renal tubules.”+ Hence in diminished blood pressure within the 
glomeruli there is a sufficient explanation of the state of the urine in 

* Vide p. 205, infra. 
ft Landois and Stirling, 4th Ed., p. 522. 


—- 


FROM TRAUMATIC FEVER. 20k... 


the cases under consideration. The pulse is always small when the 
urine diminishes in these cases. About the same time that this 
change in the urine becomes marked, or soon afterwards, the 
surface becomes very cold, evidently from deficient circulation in 
the superficial vessels, for the internal temperature may be rising 
to a great height at the same time. This may be observed during 
the last five or six hours or more of life. A condition of coma 
comes on with very slight warning shortly before death, the 
patient being usually quite sensible till the last half-hour or less. 
The exclusion of blood from the organs of thought and from the 
‘motor areas is a sufficient explanation of this change, and as we 
have seen that there is a gradually increasing constriction of the 
vessels, it is rational to assume that this is the cause of the coma 
also. The vital centres in the medulla are finally affected, and 
the lungs and heart cease to act. During the final moments of life, 
if the heart be listened to, doubt must in many cases at once arise 
as to the correctness of any explanation of the phenomena observed 
which assumes that cardiac failure is an important element in 
their causation. When the pulse is absolutely gone from the 
wrist, and the respiration is a mere spasmodic contraction of the 
diaphragm, the heart in some cases may be heard beating with 
wonderful regularity. There must be some vascular areas which 
are not, up to the very last, so constricted as to stop the circula- 
tion. Probably the circulation goes on longest in the central and 
warmer parts of the body. Hence, as in death from shock, there 
is often congestion of the internal viscera. The conditions 
observed point inevitably to the conclusion that in the cases under 
consideration the arterial system gradually contracts. If the 
cause continues and is sufficiently powerful, the blood is excluded 
from one area after another till the medulla oblongata is affected, 
and the patient dies. A gradually weakening heart would lead to 
the same results without any constriction of the vessels at all, but 
the effects of the constriction of the vessels are absolutely inde- 
pendent of the strength or weakness of the heart. Though the 
condition usually causes cardiac debility, yet the strongest heart. 
cannot save a patient from death if an ileus or a pseudo-ileus 
supervenes on an abdominal section. 

The advancing constriction of the vessels when sufficiently severe 
must affect the inflamed area in the same way as any other, for the 
dilatation of the vessels around this area is a local condition. Buta 


202 THE PHYSIOLOGY OF DEATH 


free supply of blood to inflamed tissues is essential to their satisfac- 
tory resolution. In cases of abdominal section, when distension of the 
intestine occurs as the primary changes in the wounded tissues are 
subsiding, the vascular supply to the healing parts must be shut off 
both by direct pressure and by reflex contraction of the vessels. As 
the tympanites increases, therefore, a return of inflammation, and 
that of an unhealthy type, is certain sooner or later to take place in 
the wound. It is not to be wondered at that when the fresh burden 
of a diffuse unhealthy inflammation is thrown on the system, 
death is inevitable and rapid. The secondary inflammation thus 
induced appears to be the cause of the rise of temperature which 
invariably occurs in these cases. In this hes the explanation o1 
the difference of the effects produced by this condition on the pulse and 
on the temperature. The inflammation which causes the secondary 
fever is a consequence of the changes in the vascular system, and 
therefore the pulse changes precede the temperature changes. 

In uncomplicated traumatic fever it is not so easy to differentiate 
the effects of the contraction of the vessels on the tissues; more- 
over, death from inflammation is very rare without the presence 
of some complication—most commonly septicaamia—which renders 
the symptoms less definite. With these cases of pseudo-ileus after 
laparotomy as a guide, it is, however, not difficult to detect in 
death from acute inflammation all the evidenees of the vascular 
changes described. The contraction of the vessels also explains 
those cases in which death occurs from twelve to sixty hours after 
an operation, apparently from the severity of the procedure. Such 
cases are variously attributed to “shock” and “ exhaustion.” 
The patients certainly rally to some extent from the immediate 
effects of the operation, so that the term “shock” is not quite 
appropriate ; on the other hand, the term ‘‘ exhaustion” should be 
reserved, as a rule, for cases of death after a much more prolonged 
illness. In the cases under consideration the contraction of the 
vessels due to the shock does not relax before that due to the 
inflammatory changes comes on with great severity. The urinary 
secretion is never free; it may be completely suppressed from the 
first. The patient does not become properly warmed; full mental 
activity is not restored. After a variable time death takes place, 
with all the evidences of intense contraction of the vessels. The 
fatal result depends on an excessive degree of injury as compared 
with the vital power of the patient and with the regulating power 
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of the vaso-motor system. Perhaps in these cases more than in 
any other the fatality may be attributed to uncomplicated trau- 
matic fever. Such deaths only occur in very feeble individuals or 
after the most severe operations. They must be carefully sepa- 
rated from cases of acute septicemia, which they may closely 
resemble, but which occur after any operations, and as readily in 
the healthy as in the feeble. 

Here it may be remarked that the vascular conditions in death from 
inflammation, as above described, have a close similarity to those of 
death from old age. It has been said that “ the great difference be- 
tween death from old age and death from a sudden seizure is that in 
the former death commences at the periphery and terminates at the 
heart—the empire of death begins at the circumference and ends at 
the centre; whilst in the latter death commences at the heart and 
spreads over the body generally—death begins at the centre of vitality 
and gradually extends to its utmost bounds.’* If, however, the view 
of the pathology of death from inflammation described in this paper 
be the correct one, then death from traumatic fever is only a very 
rapid example of death beginning at the periphery and terminating 
at the centre. In respect of the vascular changes, death from 
inflammation is as much in contrast with death from syncope, due 
to cardiac weakness or disease, as is death from senility. In 
inflammation, as in old age, the heart is the last part of the body 
to give up the struggle. When the heart is so overworked as it is 
in asthenic fever, cardiac failure and sudden death may be easily 
brought about, and sometimes follow an imprudent or involuntary 
muscular effort. I have seen one patient die from sudden cardiac 
failure due to choking during an effort at deglutition. She was 
undoubtedly dying in the slow way which is common in cases of 
pseudo-ileus after a laparotomy, and nothing could have been more 
marked than the contrast between the usual mode of death in 
those cases and the sudden cessation of respiratory and muscular 
_ effort, the immediate and absolute extinction of all physical and 
mental power, which was brought about by a violent attempt to 
cough. 

The Effect of the Contraction of the Vessels on the Blood.—The 
effect on the blood itself of the existence of the febrile condition is 


* Bichat: ‘Recherches Physiologiques sur la Vie et la Mort,’ Paris, 1805, 
p. 15i (quoted by Geo. W. Balfour in the ‘ Edinburgh Medical Journal,’ March, 
1887, p. 775). 
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great, and certain experimental and clinical facts are of importance 
as aids to our comprehension of the results produced. Constant in- 
terchanges go on between the fluids in the tissues and those in the 
bloodvessels, and also between the former and the contents of the 
lymphatics, whilst the lymphatic system also communicates directly 
with the venous system. Whenashrinkage of the vascular capacity 
occurs, there must necessarily be a diminution of the amount of blood 
in the vessels, and the fluids of the body must therefore accumulate 
in increasing quantities in the tissues and lymphatics. Hence, when. 
the arteries contract in inflammation, in the absence of venous. 
congestion, there must be much tension induced within the tissues 
throughout the body. In a favourable case this tension is physio- 
logically relieved by the action of the excretory glands, and 
especially of the sweat glands. It is to be noted that an extreme 
contraction of the arteries, or even the shutting off of the blood- 
supply altogether, will not prevent the action of these latter glands.* 
Sweating indirectly removes much of the blood plasma. There is 
no evidence, however, that the blood-corpuscles are carried off in 
this way. If only the plasma were got rid of, a very great increase 
of the number of red blood corpuscles relatively to the lhquor 
sanguinis would result. This, however, is not found to be the case. 
Dr. Lockhart Gibson has recorded that “‘the white corpuscles 
always rise in number and the red corpuscles always fall in number 
for a day or two after operations, and that without any regular 
proportion to the amount of blood lost.” The red blood cor- 
puscles must therefore be eliminated in some way. In health these 
corpuscles are continually being broken up and are as steadily being 
formed; but the rate of formation and destruction varies. The 
changes are greater in youth than in old age, and are very active 
atter food has been taken.{ During the febrile process also there 
is evidence that the red blood corpuscles are destroyed in great 
numbers. The amount of this destruction at any time may be 
estimated by the amount of bile pigments formed.§ That there is 
not usually any very obvious sign of an excess of bile formation 
in an ordinary case of traumatic fever is no proof that such does. 
not take place. ‘ Normally a great part of the bile goes round in 


* Landois and Stirling, 4th Ed., p. 555. 

t+ ‘Journal of Anatomy and Physiology,’ vol. xx, p. 133. 

~ Wm. Hunter, ‘ Brit. Med. Jour.,’ Aug. 3rd, 1889, p. 239. 

§ Wm. Hunter, loc. cit. . : 
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a circle from the liver into the duodenum, thence into the blood, 
so to the liver again, whilst another part is carried down by the 
contents of the intestine, and after becoming more or less altered 
passes out of the body with the feces.”* There are therefore no 
clinical means of measuring the bile formation, although bile 
sometimes passes in the stools in obviously excessive quantity 
during a fever. There can be no doubt, however, that an increased 
formation of bile, or of certain constituents of it, does occur during 
the febrile state. It has been shown that the formation of bile 
and of urea depends in large measure on the destruction of red 
blood corpuscles, and that these excretions are therefore neces- 
sarily increased or diminished together.t| In fever the urea 
excretion is greatly increased, and the urine pigment derived from 
the hemoglobin may be augmented twenty times.t There is 
therefore distinct evidence of increased destruction of blood cor- 
puscles during the febrile process. Again, in cases of obstruction 
of the intestine or of pseudo-ileus after laparotomy, along with the 
increasing contraction of blood vessels, there is marked evidence 
of great destruction of blood corpuscles before the secondary rise 
of temperature takes place. There is very evident diminution in 
the amount of excretion by the kidneys, amounting to complete 
suppression before death; but there is invariably a great and 
increasing quautity of indican in the urine which may be observed 
before any signs of suppression are detected. The amount of 
pigment vomited is also very great, whilst after death the liver is 
dark coloured and the gall bladder is distended with black bile. 
This altered bile is certainly produced in very large quantity, and 
it must be concluded that there is a correspondingly great destruc- 
tion of red blood corpuscles. It is further to be borne in mind 
that this excessive destruction of blood corpuscles is, in these cases 
of pseudo-ileus, contemporaneous with the contraction of the 
arteries and not with an increase of temperature. On the con- 
trary, the temperature, sometimes at least, is falling when the 
vomiting of altered bile is becoming excessive. In shock nothing 
is known, so far as I am aware, of any effects of the condition on 
the amount of bile and urea excreted; but convalescence from 
shock is often preceded by bilious vomiting, which may be due to 
* Lauder Brunton: ‘ Disorders of Digestion,’ p. 185. 


+ Noel Paton: ‘Journal of Anatomy and Physiology,’ vol. xx, p. 521. 
{ Landois and Stirling, 4th Ed., p. 418. 
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increased secretion of bile and other fluids. With the certainty 
that the blood plasma is diminished, there is thus a considerable 
amount of evidence that the red corpuscles are also destroyed and 
excreted in conditions in which. great contraction of the arteries 
occurs. According to Dr. William Hunter, we should expect to 
find the plasma and corpuscles of the blood thus removed, if at all, 
in their normal proportions. He has shown that the most remark- 
able feature presented by the blood is the ‘‘ power it possesses of 
maintaining a composition as rightly entitled to be termed stable 
as that of any other tissue of the body.’* During health the 
destruction of blood corpuscles is accompanied by a corresponding 
amount of blood formation, so that the blood remains nearly or 
quite constant in quality and quantity. Hence, increased forma- 
tion of blood would seem to be a physiological consequence of 
excessive destruction of it. But, whilst the capacity of the 
vascular system remains small or is being reduced, increased blood 
formation can only lead to still greater blood destruction. The 
formation of such a complex entity as a blood corpuscle must, how- 
ever, make great demands on the supplies of nutriment, and there- 
fore any great increase in the activity of blood formation is quite 
sufficient to account for the extreme wasting of the fatty tissues 
and skeletal muscles which undoubtedly takes place during fever. 
The Temperature in Trawmatic Fever.—I now turn to the con- 
sideration of the temperature in fever. There cannot be any doubt 
that the contraction of the arteries to which I have endeavoured 
to trace so many of the symptoms which are observed in fever, 
may exist in a very marked degree without any elevation of tem- 
perature being found. Moreover, great disintegration of the blood 
may occur when the temperature is falling. It has also been 
pointed out by Burdon Sanderson that “the febrile augmentation 
of the urea discharge takes place immediately after subcutaneous 
injection of pus, %.e., at a time which precedes the elevation of 
temperature.”+ It is therefore certain that an excessive destruc- 
tion of the red corpuscles may take place when there is no elevation 
of temperature, and, consequently, that the elevation of tempera- 
ture in traumatic fever does not depend on the increased destruc- 
tion of blood corpuscles. In seeking for the cause of the elevation 
of temperature in fever, whilst attributing the excess of excretion 


* Arris and Gale Lectures, 1889: ‘ Brit. Med. Jour.,’ vol. ii, 1889, p. 116. 
t ‘On the Process of Fever’: ‘Practitioner, April, 1876. 
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of bile, urea, and the like products to the unusually active 
destruction of blood corpuscles necessitated by the advancing 
contraction of the arteries, it might be suggested that the rise of 
temperature is coincident with, and caused by, the compensatory 
increase of blood formation. But ‘‘the urea discharge remains* 
excessive during the whole course of the fever.” Therefore an 
excessive destruction of blood must go on also during the whole 
process. The patient, however, towards the end of an uncompli- 
cated traumatic fever is evidently gaining strength and blood. At 
this time, not only must the blood be formed to replace that which 
is being destroyed, but, as the vessels relax, the increasing intra- 
vascular space must also be filled up. Hence increased blood 
formation must continue, if indeed it does not become more active, 
as resolution progresses. The temperature is, however, falling 
during this time, and therefore increased blood formation cannot 
be the cause of its elevation. Nevertheless, the formation of blood 
corpuscles in unusual numbers must involve a large amount of 
tissue change in many parts of the organism. Calorimetric experi- 
mental evidence shows that whilst these processes of excessive 
blood formation and blood destruction and the wasting of the 
tissues and their subsequent return to the normal are going on, 
there is an increased elimination of heat. The variations in the 
amount of heat production and heat elimination which take place 
in health are very great. The taking of food and starvation, 
active exercise and repose, the temperature of the surroundings, 
and other conditions have a marked effect on the amount of heat 
developed and eliminated. In health these conditions have little 
or no influence on the body temperature. Hlevation of tempera- 
ture, therefore, does not depend on increased production of heat. 
In fact, less heat is produced in fever on fever diet than in health 
on full diet. It has been shown that an elevation of temperature 
may be brought about by a stimulation of a portion of the brain 
substance to the “ mesial side of the corpus striatum near the. 
nodus cursorius of Nothnagel.”{ The conclusion has been drawn 
that by the stimulation of a particular nerve area in the situation 
named “the thermogenetic function of the muscles is abnormally 


* Burdon Sanderson, loc. ezt., quoting Senator: ‘ Untersuchungen itiber den 
Fieberhaften Process und seine Behandlung.’ 

+ Wood on Fever, p. 239. 

t Macalister: ‘ Gulstonian Lecture,’ ‘ Brit. Med. Jour.,’ vol. i, 1887, p. 670. 
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increased.”* But, if an elevation of body temperature does not 
depend on an increased production of heat, then no such simple 
explanation of the thermogenetic, or rather heat-raising, effect 
thus produced is satisfactory. A more rational view of the 
thermal phenomena of fever is that elevation of temperature 
depends in no way on increased production of heat, but on some- 
thing which disturbs the arrangement whereby heat production is 
counterbalanced by heat elimination. This undoubtedly sometimes 
occurs, and there can be little doubt that the mere stimulation of 
a thermogenetic tract will not cause a rise of body temperature so 
long as the rest of the heat-regulating mechanism remains intact. 
With this mechanism in a healthy condition, an extra development 
of heat would at once produce compensating thermolysis, as when 
food is taken and after violent exercise; therefore thermolysis 
must be interfered with at the same time that thermogenesis is 
stimulated, or the temperature will not rise. 

Every assumption that the muscles are in a special manner the 
heat-producing tissues, that they have a thermogenetic function 
peculiar to themselves, and that on the excessive exercise of this 
function the febrile condition depends, seems to me open to 
objection. Doubtless the changes which take place in fever, 
and which lead to marked wasting of the muscles, are asso- 
ciated with the development of heat in the muscles, and are 
not dependent on, nor associated with, the exercise of the con- 
tractile function of their tissue. J have, however, shown that 
there 18 some reason to suppose that the wasting of the mus- 
cular and fatty tissues during the febrile process may be 
secondary to the efforts made by the organism to supply fresh 
blood in place of that which is destroyed. It might be argued 
from this that the blood-forming organs have the greatest 
claim to be described as specially fever-producing. We have, 
however, seen that the blood-forming function is also very active 
when fever is abating. <A special claim to the title of thermo- 
genetic cannot be established for any tissue. Probably all the 
tissues are thermogenetic in proportion to their bulk and vascularity. 
An explanation, which I believe to be new, of the rise of tem- 
perature in traumatic fever has suggested itself to me. It has 
been shown, as already pointed out in this paper, that whilst the 


* Loe. cit. 
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inflammatory process exists there is in the affected part a tem- 
porary partial devitalisation of tissue which is the primary lesion 
of inflammatory congestion.* There is also evidence that during 
the advance of an inflammation an increasing area is subjected to 
this condition of diminished vital activity. 1 have endeavoured to 
show that this local condition, although the parts are full of more 
or less stagnant blood, and are surrounded by a very active circu- 
lation, may transmit to the vaso-motor centre an indication that 
there is a want of fresh blood in the part. Exactly in the same 
way, it seems to me that, although the parts are surrounded by an 
active circulation of blood which is above the normal body tem- 
perature, and though they are themselves actually above that 
temperature, yet, in the process of dying or becoming partially 
devitalised, as the normal local chemical reactions cease, the 
nerves of the affected tissues must transmit to the central nervous 
system an indication of increasing physiological inactivity—of the 
approach of the coldness of death. This would be expected reflexly 
to stimulate heat production. But if the body temperature be 
raised those tissues which eliminate heat—notably the skin—will 
be excited to increased action. Thus the local condition tends to 
raise the temperature whilst the heat-regulating mechanism en- 
deavours to bring it down to the normal, and on the comparative 
power of these opposing forces depends the result at any particular 
moment. It is to be noted that, though I have attributed the 
changes in the pulse and in the temperature to separate physio- 
logical mechanisms, they are traced to the same cause—the partial 
devitalisation of the inflamed tissue; hence, in the condition of 
simple fever the pulse and temperature rise and fall together, but 
this correlation may be altered by various complications. 

The Specific Fevers—The foregoing conclusions apply to the 
simplest forms of fever only. It would appear, however, that in 
every fever all the conditions which I have described may be de- 
tected. In the specific fevers and in the septic fevers there is 
evidence that some processes are taking place besides and beyond 
those which constitute a simple fever arising from an injury. The 
superadded causal condition is a specific poison giving rise to the 
pathognomonic signs of the particular disease produced. Of the 
fevers thus brought about the septic varieties are especially de- 
serving the attention of the surgeon. By septic fever and by 

* Lister: ‘ Phil. Trans,’ vol. cxlviii, p. 698. 
VOL. XVI. 14 
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septicemia I mean a complication of traumatic fever due to the 
absorption of a poison through a wound. The admission of a 
poison through a mucous membrane, as described by Olshausen 
and Verchere, has been regarded by some as a mode of development 
of septicemia. I have endeavoured to show that in the case 
instanced death is due to other causes. Cases may occur, how- 
ever, in which a poison which requires no wound for its entrance 
gains access to the tissues of a patient who has been operated on. 
It is believed, for instance, that operation cases and recently 
delivered women are specially susceptible to the poison of scarlet 
fever. All such cases should, if possible, be clearly separated 
from those of surgical septicemia. Such an essential difference in 
etiology forbids that they should be classed together. The clinical 
symptoms and post-mortem signs of a septiceemia are those of a uni- 
versal irritation added to those of a traumatic fever. Except in 
cases of septic intoxication, micro-organisms have been found in all 
the tissues of the body, but of all the organs the kidneys are most 
constantly affected in this way,* and clinical evidence is very 
strong that through the renal tissue the elimination of the 
poison is mainly effected. In all forms of the disease if, and so 
long as, the kidneys continue to act there is a possibility, even a 
probability, that the patient may recover; but if albuminuria and 
suppression of urine occur, and are at all continuous, death will 
speedily follow. We cannot, however, attribute death from sep- 
ticeemia with suppression of urine after an operation to retention of 
physiological effete matter which ought to be excreted. As I pointed 
out in regard to obstruction of the bowels after an operation, so in 
this case, death is too rapid to be due to the complication alone. 
Septiceemic suppression of urine rarely lasts more than three days, 
whereas in simple obstructive suppression of urine life is usually 
prolonged for from nine to eleven days.f Septiceemic suppression 
of urine leads, however, to great interference with the circulation 
of the blood through the kidneys, and thence arises a physiological 
condition in every respect parallel to that which exists when the 
blood-flow through the mesenteric vessels is interfered with 
by intestinal distension in cases of obstruction or paralysis of 
the bowel after laparotomy. Death may be induced in exactly 
the same way in both these conditions. ‘There are, therefore, many 


* ¢ Pathological Transactions,’ vol. xxx, p. 18. 
+ Sir Wm. Roberts: ‘ Urinary and Renal Diseases,’ p. 27. 
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resemblances between the two classes of cases, but the only common 
cause of the exacerbation of the inflammatory fever in septicaemia 
and in pseudo-ileus is the obstruction to the flow of blood through 
a large and important vascular area. So like, however, are the 
two modes of death that Olshausen and Verchére, though recognis- 
ing that there is a difference, have attributed the symptoms of 
pseudo-ileus to a species of septicaemia peculiar to itself. It may 
be stated generally that any complication which raises the blood 
pressure during a traumatic fever is dangerous, and, if persistent, 
may induce death in the manner which I have described. 

Those who do not attribute the changes caused by even the 
simplest fever to peripheral irritation, assert that the phenomenon 
observed are always due to the formation of some poisonous sub- 
stance, which, circulating in the system, induces the febrile condi- 
tion. If it be assumed that peripheral irritation is not the cause of 
fever, both the hypothetical substance which produces this disturb- 
ance and its mode of action have yet to be discovered. On the other 
hand, the views of traumatic fever which I have endeavoured to for- 
mulate, explain also how certain irritant poisons may cause all the 
characteristic phenomena of the febrile state. Circulating in the 
system, these poisons must give rise to a widespread irritation and 
consequent partial devitalisation of tissue. Such a widespread 
partial devitalisation of tissue must produce the same effects on 
the vascular and thermal systems as are brought about by the more 
obvious devitalisation due to a local irritation. The effect may be 
shght or so severe as rapidly to induce great contraction of the 
vessels, a high temperature and death. It is even conceivable that 
death may be produced almost with the suddenness of shock. In 
accordance with this we know that in scarlet fever, for example, a 
fatal result is sometimes brought about before any pathognomonic 
sions of the disease show themselves. Cholera and certain snake 
poisons may also kill with extreme rapidity. The peculiarities of 
the poison, of the individual, and of the tissues, fully account for the 
conditions found in the special diseases produced. In every febrile 
disease there is evidence of peripheral mischief. Saprzemia, sep- 
ticeemia, pyemia, and all the exanthemata show signs of a wide- 
spread irritation with a tendency to inflammation in certain tissues 
and organs.* 


* The Editors regret that, owing to a misunderstanding, this paper appears 
in a more condensed form than the author originally intended. 
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Dr. Hate Waite thought there was no doubt that in some cases trau- 
matic fever was the direct result of peripheral irritation, and mentioned 
the rise of temperature associated with the passage of a gall-stone or the 
existence of constipation. He referred also to the rise of temperature in 
meningeal hemorrhage, in the status epilepticus, and hysterical pyrexia, in 
all of which the absence of bacteriological influence seemed certain. 

The PREsIDENT questioned if, in the abdominal cases alluded to, the 
absence of peritonitis could be affirmed. 

Mr. Matcoum, in reply, mentioned several cases in which no evi- 
dence of peritonitis was discovered after death, although the clinical 
symptoms could not be distinguished from those usually attributed 
to peritonitis. Referring to some remarks by Mr. Alban Doran, he said 
that, in considering this subject, he excluded all cases in which there was 
an obvious source of septiceemia. 
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ON SOME CLINICAL VARIETIES OF CHRONIC 
ALBUMINURIA, CHIEFLY WITH REGARD TO 
PROGNOSIS. 


By C. H. Ratre, M.A., M.D. Cantab. 


THE clinical significance of albuminuria has, undoubtedly, con- 
siderably diminished in importance during the last twenty years. 
Referring to text-books published about that time, one finds hardly 
any mention of the fact that albumen might appear in the urine 
independently of disease of the kidneys; or, if spoken of, it was 
recorded as ‘highly exceptional” and “ unimportant.” Moreover, 
in consequence of the fatality attendant on recognised inflammatory 
diseases of the kidneys, the presence of albumen in the urine came 
to be regarded as a symptom of the gravest import. Since, how- 
ever, the practice of systematically examining the urines of all 
patients for albumen, as well as those of a presumably healthy 
class that present themselves for life assurance and for the public 
services, came into vogue, a numerous and well-defined group of 
cases has been determined, which for convenience may be desig- 
nated as “ functional,” and which perhaps constitutes from one- 
third to one-half of all the cases of albuminuria that come under 
observation, Besides which, with regard to the albuminuria asso- 
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ciated with actual disease of the kidneys, the earlier recognition of 
the symptom, owing to the systematic examination of the urine— 
now, it is to be hoped, universally employed—points to the mischief 
in the primary stage of its inception before the structure of the 
kidney is irreparably damaged; and permits, by improved dietetic 
and hygienic measures, of checking its advance, and possibly in 
acute forms its recurrence. This has made the prognosis of 
albuminuria not only more hopeful, taken as a symptom generally, 
but even in the graver cases, when associated with renal disease, 
less immediately fatal than was, till quite recently, the case. It is 
in respect to this latter class of albuminuric subjects that I wish to 
invite discussion, and I venture to express the opinion that, when 
early recognised, and when the patient has been placed under 
proper supervision—dietetic, hygienic, and therapeutic—those 
forms of chronic albuminuria collectively known by the term 
*‘ Bright’s disease”’ have a less dark prognostic future before them, 
but are even, for a time, susceptible of a very distinct amelioration. 
But in these cases (organic renal disease) there are such clinical 
varieties depending etiologically on the constitution of the indi- 
vidual—heredity ; specific conditions, such as gout, syphilis, 
struma, &c., either acquired or inherited; specific poisons, such as 
scarlet fever, diphtheria, lead poisoning and the like—which have 
to be taken into consideration in coming to a conclusion as to the 
course any given case has to run, that nearly every case presents 
itself as showing some variation worthy of notice, either as affect- 
ing the predisposing or exciting causes or influences, or conditions 
that accelerate or retard the advance of the disease. I now pro- 
pose to submit a few of the most important of these clinical 
variations and their influence on the prognosis of the disease. 

The most familiar varieties of chronic albuminuria which pre- 
sent themselves are those which eventuate in the small red and 
small white granular kidney. Though so frequently coming under 
observation, still, owing to the insidious nature of their onset, they 
are rarely observed in their earlier stages, and there is, therefore, 
comparatively little information regarding their evolution, and the 
possibilities of arresting or retarding their development. When 
they do come under observation, the disease is usually far ad- 
vanced, some decidedly unfavourable symptom having drawn at- 
tention to it. Taking the cases associated with small red kidney 
first into consideration, and excluding hospital patients in whom 
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the systematic examination of the urine when first coming under 
observation draws attention at once to the condition of the kidneys 
(and the same may be said of those presenting themselves for life 
assurance), attention is usually drawn to the true character of the 
disease by some symptom which denotes how far it has already 
advanced—as, for instance, attacks of asthma (renal dyspnoea), 
failure of sight (albuminuric retinitis), hemorrhages from the 
mucous surfaces, and paralysis, all symptoms of most grave pro- 
gnostic import, denoting advanced arterial degeneration and de- 
terioration of the blood, after the recognition of which hopes of 
prolonging life are seriously curtailed, and, as a consequence, the 
prognosis of this form of renal disease is deeply gloomy. One 
question, therefore, I would submit is: Supposing the disease is 
detected in quite an early stage of its inception, is there any pos- 
sibility of retarding its progress and rendering the prognosis 
somewhat brighter? As I have said, one so rarely meets with a 
case whose whole history is known, that such a question can only 
be answered by the collective experience of many observers. 
Personally I have observed only one case, and even that not quite 
completely, for, happily, the patient is still hving. In this in- 
stance I originally saw the patient for an attack of bronchitis in 
1878, when he was 55 years of age. A note was made at that 
time to the effect that there was no marked emphysema of the 
lungs, no enlargement of the heart, and no displacement of the 
apex. The pulse was 88, full and compressible. The urine was 
normal in general character, its specific gravity 1025, and deposit- 
ing urates ; there was no albumen or sugar detected. This patient 
again came under observation in 1882, complaining of headache, 
insomnia, and palpitation of the heart. Physical examination 
showed hypertrophy of the left ventricle and displacement of the 
apex towards the nipple line; the pulse exhibited some degree of 
tension. ‘The urine was abundant, its specific gravity 1014, and it 
exhibited a trace of albumen. The patient was placed ona non- 
stimulating diet, chiefly milk, fish, farinaceous food, and white 
meats, whilst red meats, wine, and coffee were forbidden. He 
went to Homburg that summer, with the result, for a time, that 
the albumen disappeared. He has now been under observation 
for eleven years, with the result that, with the exception of a slight 
outward displacement of the apex of the heart to outside the nipple 
line, of a more palpable thickening of the radial vessels, of the 
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more constant passage of albumen, and of a urine of low specific 
gravity, he has not altered much for the worse during that period. 
He has adhered steadily to the diet prescribed for him from the 
first, and certainly up to the present time has not developed any 
serious symptoms of the disease, though, of course, it is im- 
possible to say how long his vessels may resist the tension in 
them, or how far they have escaped degenerative changes, and 
his life may yet be prolonged. Still, such a case is instructive, in 
that, under moderate dietetic restrictions, the disease has not made 
further advances during the eleven years it has been recognised. 
When one reflects that this form of chronic renal disease is 
markedly hereditary it is possible, by keeping a watch for any 
manifestations of renal disease or antecedent cardio-vascular 
trouble and by placing the patient under proper dietetic control, 
to greatly hinder the advent of those symptoms which one is 
unable to combat successfully when once they have made their 
appearance. 

With regard to the form of chronic albuminuria associated with 
the pale or mottled granular kidney, owing probably to the 
symptoms being detected earlier, the immediate prognosis is not 
so grave as in the preceding instance. Here the prognosis of any 
given case depends greatly on the nature of the predisposing and 
exciting conditions. Thus in the chronic nephritis of gouty 
patients the intensity and continuance of the inflammation are in- 
fluenced by the frequency and severity of the gouty manifesta- 
tions. ‘These cases run often quite a chronic course, and when 
patients can avail themselves of the dietetic and hygienic regula- 
tions now advocated they have been known to live many years. 
Thus a patient who was seen by the late Dr. Murchison as long 
since as 1874, for nephritis associated with gout, is still living. 
He has wintered ever since in some dry warm climate, and has 
adhered to a non-stimulating and comparatively non-nitrogenous 
diet, and though the albuminuria has persisted throughout, he en- 
joys a fair measure of health, and as yet has developed no symp- 
toms of uremia or dropsy. Hven when these symptoms manifest 
themselves, they are not of so grave import as their occurrence in 
some other forms of chronic albuminuria would lead one to expect, 
and the patients often experience relief from them on the outbreak 
of a frank attack of gout. In one case, a patient aged 40 years, 
who for three years previously had suffered from albuminuria, 
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was seized with deep coma preceded by convulsions, whilst he also 
had considerable cedema and almost complete suppression of urine. 
The case was regarded as almost hopeless, but after many hours 
the coma passed off, and shortly afterwards an attack of frank 
gout developed. He lived five years, continuing his work nearly 
the whole time, and had he taken care of himself, and his occupa- 
tion been a less trying one, he would probably have lived even 
longer. In another case, a lady, the duration of life was seven 
years after the first attack of uremia. In the nephritis occurring 
in patients who have suffered from syphilis or malaria, and espe- 
cially those subject to lead poisoning, the prognosis is far less 
favourable, probably from the fact that degeneration of the 
vascular system occurs earlier. Indeed, it may be taken as a 
general statement that patients rarely survive more than from 
eighteen months to two years after the appearance of serious 
hemorrhage, either from mucous surfaces or from the vessels of 
the retina. Mentioning the occurrence of hemorrhage from de- 
generated vessels brings to my notice a comparatively rare form of 
nephritis, which is attended throughout with a hematuria more 
or less persistent. Of three cases recently under observation at. 
the London Hospital, in two the hematuria was. moderate but 
constant, in the third profuse. The first case had suffered from 
albuminuria for about a year, during which time the urine had 
been bloody; the amount of blood was never excessive, being 
mostly observed when deposited as a fine red line on standing. 
The albumen was not excessive, and after the patient had been 
kept at rest in bed and ona milk diet it became merely a trace. 
Still blood corpuscles were always to be found on microscopic 
examination, and on frequent occasions crystals of free uric acid. 
He suffered at the same time from eczema of the scalp. His 
general health was not impaired, and whatever the cause of the 
hemorrhage it did not apparently proceed from vascular degenera- 
tion. The second case was that of a young woman, aged 23, who 
was admitted to the London Hospital suffering from hematuria. 
This at first was supposed to be due to possible renal calculus, but 
a close observation negatived that supposition, and there was no 


doubt that she was suffering from chronic nephritis. She was 


nearly three months in hospital, aud during the whole time very 
definite traces of blood were always found in the urine, whilst the 
amount of albumen was never great. In this case the deposit 
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of uric acid crystals in the urine was frequent, and her father was 
stated to have suffered from gout. In the third case, that of a man 
aged 38, who was under the care of a colleague, the hemorrhage 
was profuse. The patient had suffered from acute attacks of gout 
since the age of 11, and for some years past had suffered 
from hematuria, alternating with the gouty paroxysm. In 
this case, as in the others, there was no evidence of vascular 
degeneration, nor was the patient’s health impaired to the extent. 
usually found in chronic nephritis, and the disease, whatever its 
nature, was apparently running a comparatively mild course. The 
albuminuria became merely a trace whilst the patients were kept 
on a milk diet and at rest, and had it not been for the continued 
presence of blood in the urine little importance would have been 
attached to their condition. In another case of hemorrhagic 
nephritis somewhat similar conditions were observed, only the 
attacks were paroxysmal, so that had it not been for the presence 
of actual blood in the urine it might have been taken for hemo- 
globinuria. The patient’s (himself a medical man) account of his 
attacks was briefly as follows: On the first occasion he had been 
feeling distinctly unwell three or four days before, with a vague 
feeling of malaise, biliousness, noises in the head, and intense 
languor. Then came a distinct rigor; the urine became scanty 
and smoky in colour, exhibiting under the microscope numerous 
blood corpuscles mixed with numerous uric acid and oxalate of 
hme crystals. This state of things would continue for some days 
and then the attack passed off, though blood corpuscles would 
readily reappear in the urine on any over-fatigue or indiscretion 
of diet. The quantity of albumen observed at any time was 
always comparatively a mere trace, and that not always ob- 
servable in each sample of urine passed in the twenty-four hours. 
Before I saw him he had three such attacks, and I saw him just 
after his last. His urine contained only a trace of albumen, but 
many blood corpuscles and crystals of uric acid and of oxalate of 
lime. I should state that during the paroxysms his pulse, which 
was usually soft, became hard and tense. A case somewhat like this, 
only the hemorrhage was more profuse, I have seen from time to 
time during the last nine years. He was originally sent as sup- 
posed to be suffering from renal calculus, as he complained fre- 
quently of paroxysms resembling renal colic and profuse hematuria. 
That his trouble was not caused by stone was soon proved, since it 
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was evident the paroxysm did not follow exertion; and also, as 
soon as the hematuria cleared up, albuminuria persisted in con- 
siderable amount, whilst the urine contained casts of recent and 
old origin. In this patient the paroxysms were preceded by the 
same feelings of malaise as in the other patient. Both cases im- 
proved greatly when placed on non-stimulating diet and both had 
a prolonged rest, the first passing a winter in Egypt, the other 
living for some time in a mild and sheltered spot in Ireland. The 
first patient reports that since his return he has rarely experienced 
a paroxysm, and that only at long intervals and in very shght 
degree. The other states that he has had no paroxysmal attack 
since he has developed gout freely in his knees, wrists, and smaller 
joints. It is interesting, in considering the nature of this hemor- 
rhagic nephritis, to bear in mind that the nephritis occurring in 
malarious subjects is especially distinguished by its hemorrhagic 
character, caused, no doubt, by the intense congestion of the ab- 
dominal viscera. May one, therefore, not conjecture that the 
gouty poison may have a similar effect in cases where the hemat- 
uria is distinctly of a paroxysmal character, and that the kidney 
itself is the seat of a true gouty inflammation ? 

So far I have been considering chronic albuminuria as the 
result of a hyperemia more or less active, and must now consider 
the albuminuria resulting from passive congestion. Of late years 
this has not received the attention it deserves, partly because 
attention has been more fixed on those chronic forms of nephritis 
associated with cardio-vascular changes and increased arterial 
tension, and partly because such cases are less numerous in hospital 
practice than amongst private patients. In its most complete form 
this albuminuria is met with as a result of valvular disease of the 
heart, causing what is termed “‘ cyanotic induration of the kidney.” 
So far as prognosis is concerned in cardiac disease, the appearance 
of albumen in the urine denotes nothing more than the increasing 
failure of the right side of the heart and stasis in the renal veins. 
But there are also other cases in which venous stasis undoubtedly 
plays a part in causing a chronic albuminuria independently of 
actual disease of the heart. These occur chiefly in middle-aged 
persons who, either from hereditary predisposition or too free in- 
dulgence in rich food and generous wines, have become obese, 
especially as regards the deposition of fat round the abdominal 
viscera. Such individuals are of a lax constitution and usually 
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have a feeble circulation, as a consequence of which assimilation 
is very imperfectly performed, and they require to be well sup- 
ported in order that enough material may be assimilated by their 
imperfect organs to carry on the vital processes. These patients, 
owing to the laxity and feebleness of the muscular system, take 
little exercise, with the result that they become flabby and, espe- 
cially the abdominal, muscles relaxed, so that the abdominal viscera 
are not supported and the whole abdomen tends to fall forwards. 
This condition, together with the little exercise taken and the 
amount of food ingested, adds to the already existing abdominal 
plethora, and after a time these patients, who have already sought 
advice for relief from some dyspeptic trouble, begin to pass albumen 
with their urine. At no time is this ever excessive, and can be 
easily kept in control by diet and hygienic measures, and especially 
by the use of mild aperient waters. In none of the cases I have 
had under my observation have I noticed the development of active 
gout or hypertrophy of the heart or degeneration of the vessels, 
nor are uremic symptoms usually present. When these patients 
die—and they often attain old age—it is from an intercurrent 
attack of some acute disease. So long, however, as these patients 
are not exposed to any vicissitude, are well fed—for in this form 
of albuminuria a more liberal dietary is required—and are warmly 
clad, they live for many years without any apparent advance of 
their renal trouble. This form of chronic albuminuria is. often 
associated with an equally mild form of diabetes, both running a 
course together for many years. In five cases in which I have 
watched the progress of this double disorder, in none did it seem 
to affect greatly the general health. All except one who is still 
living, and he is 65 years of age, lived till close on their 70th year, 
whilst the average duration of this disease in these four cases was 
Just over twelve years. It is not improbable that the albuminuria 
met with in morphia habitwés is of this congestive character ; at all 
events, I feel disposed to accept the views of Professor Huchard, of 
Paris, on this point, although the arguments on the other side as 
expressed by Dr. Haig are deserving of consideration. 

The albuminuria associated with lardaceous degeneration of the 
kidneys usually runs a protracted course; so much so, that one 
often loses sight of the case before its termination. In four cases, 
however, which have come under observation whilst preparing 
materials for this paper, one, a medical man, had suffered from 
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enlarged liver and spleen with albuminous urine for twelve years ; 
the second, a medical officer in the army, had been invalided from 
the service fourteen years previously on account of the disease ; 
another case was that of a woman in whom the disease seemed to. 
have followed repeated and severe attacks of ague, contracted 
twenty years before when residing abroad ; in a fourth case, also a 
woman, the albuminoid degeneration was complicated with visceral 
syphilis, but her illness dated back many years. In fact, the chronic 
albuminuria of lardaceous degeneration runs, as a rule, a protracted 
course unless it becomes complicated with nephritis, when the 
downward course is extremely rapid. This unfortunately was 
brought under my notice last year in the case of a member of our 
profession. He had suffered from albuminoid disease for twelve 
years till, when away for a holiday, he received a chill, and suffered 
subsequently from hematuria. From this time the character of 
his urine changed—it became less profuse and contained casts, which 
had not been detected before. Up to this time he was engaged in 
the active duties of his profession, and felt little the worse for his 
chronic complaint ; now he became frequently indisposed; the 
heart, which up to that period presented nothing abnormal, now 
enlarged rapidly, and extensive arterial degeneration soon became 
evident. He usually experienced an attack of gout in the spring 
of each year, but none developed this year, and he died in the 
summer from an attack of cerebral hemorrhage. 

Lastly, with regard to the forms of albuminuria not associated 
with renal disease; they have but slight prognostic significance, 
and are mostly transient and intermittent. This is so, no doubt, 
during the earlier years of life, up to 30 or perhaps 40; but the 
occurrence, especially for the first time in middle adult life, of an 
intermittent albuminuria is often a danger signal indicating more 
serious mischief to follow. There may be no evidence of changes 
taking place in the kidneys, no enlargement of the heart; the 
albumen disappearing, especially after a course of Homburg or 
Carlsbad waters, but reappearing on the slightest provocation, till 
eventually undoubted evidence of contracted kidney is present. A 


physician consulted me in 1880 for an intermittent form of | 


albuminuria that seemed to follow upon slight dyspeptic troubles ; 
and which passed away when he paid attention to the bowels. 


His heart and vascular system were perfectly normal. During — 


his sojourn in Europe he had consulted many physicians, who all 
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encouraged him by speaking of it as “‘a functional albuminuria.” 
He was then a hale, hearty man of about 50, but within four 
years of that time the heart became enlarged, the albuminuria 
persistent, and his vessels degenerated. Had, I think, more atten- 
tion been paid to this premonitory albuminuria and a rigid non- 
stimulating diet insisted on, the onset of more serious symptoms 
might have been delayed. 

Having thus briefly and very inadequately mentioned some of 
the chief varieties of chronic albuminuria, I hope I have indicated 
that the two chief factors which have an effect in brightening 
prognosis and adding to the duration of life in these affections are, 
firstly, the earlier stage at which the disease is detected owing to 
systematic examination of the urine of all patients who seek 
advice ; and, secondly, the improved system of diet now insisted 
on. The profession is much indebted to Sir George Johnson’s 
teaching and his advocacy of a non-stimulating diet in inflam- 
matory affections of the kidney. This of late years has taken the 
form of the “ milk-cure,” feeding the patient absolutely on milk; 
or if not entirely possible, with the addition only of the slightest 
modicum of other food, and that of a non-stimulating character. 
This so-called ‘“‘ milk diet” is now so generally adopted that it 
might be considered superfluous for me to draw attention to it in 
this paper. But, in spite of its general adoption, there have 
always been some doubts expressed as to whether its administra- 
tion is equally useful in all cases, and even if it may not be dele- 
terious in some. With a view to obtaining information on this 
point, I have instituted for some time past a series of observations 
on the effect of milk diet on the different forms of renal albumin- 
uria. These observations consisted in making an analysis of the 
patients’ urine on admission into the hospital, and afterwards 
gradually putting them ona milk diet (from 3 to 4 pints a day). 
This was continued for four weeks, a weekly analysis of the urine 
being made with regard to the amount of urine passed and the 
amount of urea, albumen, and total solids. At the end of these 
four weeks a mixed diet was gradually resumed and another 
analysis made. As a result, in five cases of acute or subacute 
nephritis with dropsy an increase of urinary water, of urea, and a 
_ diminution of albumen were observed, which when the ordinary 
diet was resumed showed a tendency to relapse. In two cases of 
albuminuria associated with cardiac complication a slghter im- 
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-provement was manifested. With one well-marked case of al- 
buminoid degeneration the milk diet was distinctly unfavourable, 
so that after a fortnight’s trial it had to be discontinued and a 
more generous dietary adopted, with distinct benefit to the patient. 
In three well-marked instances of contracted kidney with marked 
vascular degeneration the milk diet was not at all well borne by 
the patients. In one case, on the second day of its trial the 
patient was seized with severe uremic convulsions; and in the 
other two aggravation of already existing uremic troubles became 
more pronounced on a persistence of an enforced milk diet ; whilst 
in all three an improved condition was noticed when a more solid 
dietary was resumed. 

From these observations amongst hospital patients and from 
the experience obtained from private patients, I have come to the 
conclusion that the best results are obtained from the milk diet 
in cases of acute or subacute nephritis in which the diuretic action 
of the lactose in the milk increases the flow of urine and relieves: 
the dropsy ; whilst in cases where degenerative changes have taken 
place, with an already failing heart, it is better to give a more solid 
and more stimulating food than milk, care being taken at the same 
time that it is easily assimilable and not highly nitrogenous. To 
my own mind the employment of an exclusive milk diet in chronic 
nephritis is positively injurious after degenerative changes have 
manifested themselves, yet in the earlier or more acute stages of 
the disease it must form the basis of treatment, and if it cannot 
be persisted in should be employed either in a modified form or 
resorted to whenever an exacerbation occurs. 


Dr. StEPHEN MaAcKkeEnziz considered that in the paper just read by Dr. 
Ralfe he had added considerably to our knowledge, and that by leaving 
the somewhat beaten paths he had drawn attention to some types of 
chronic albuminuria not generally recognised. In the first place he agreed 
with Dr. Ralfe that the prognosis in granular and gouty kidney was not 
so serious as used to be imagined; or, rather, that since the time of 
Bright the increase of our knowledge made known to us that patients 
with contracted kidneys might lve for many years. He mentioned 
several cases in which he had watched patients for eleven or twelve years. 
Like Dr. Ralfe, he thought that dieting was of the greatest value in such 
cases, and one of his patients had taken no meat food for many years. A 
second point of interest in Dr. Ralfe’s paper was his remarks on 
hematuria in connection with granular kidneys, He had not watched 
any cases over such a protracted period as those related by Dr. Ralfe, 
but he had seen some cases, and Mr. Busby had drawn attention to them. 
In a case he had seen lately, cancer of some part of the urinary tract 
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was suspected, but he found casts and albumen in excess of that accounted 
for by the presence of blood, and concluded it was a case of granular 
kidney, as was proved by post-mortem examination. He thought Dr. 
Ralfe had distinctly described a type of cases of chronic albuminuria not 
usually recognised, but which his own experience confirmed—persons of 
stout habit, flaccid abdomen, repletion. He asked Dr. Ralfe for further 
information as to a case he described of albuminoid disease of the kidney, 
in which cardio-vascular changes supervened, remarking how rare these: 
and albuminuric retinitis were in this affection of the kidney. He was 
rather surprised Dr. Ralfe had not attached greater importance to anemia 
in the prognosis of chronic albuminuria. Personally he regarded it as a 
most important element in prognosis, and he thought one of the chief 
points in treatment was to obviate the anemiating influence of chronic 
renal disease. 

Dr. pe Havititanp Hatt desired to comment upon a few of the points 
raised in Dr. Ralfe’s most instructive paper. He thought that at the 
present time the tendency amongst assurance medical officers was to be 
too easy in passing lives with a history of albuminuria. He was of opinion 
that in young adults albuminuria might be a temporary condition, but he 
quite agreed with Dr. Ralfe in regarding albuminuria in persons over 40: 
as an insuperable bar to assurance. Dr. Hall alluded to several cases 
coming under his immediate observation of applicants for assurance with 
a past history of albuminuria, whose acceptance had entailed heavy losses. 
on various companies. Like Dr. Ralfe and Dr. Stephen Mackenzie, he 
had watched with much interest the long period during which some 
patients with granular kidneys managed to survive and even to enjoy fair 
health. In particular he mentioned the case of an omnibus driver who 
was under -his care as an out-patient for between ten and eleven years, 
and who was 76 years of age when last seen. He considered that one of 
the most useful parts of Dr. Ralfe’s paper was that devoted to dietetic 
treatment, and that the principles therein laid down were in accordance 
with physiology and common sense. In endorsing the use of a strict 
milk diet in acute nephritis and in those forms of chronic nephritis 
attended with scanty urine, Dr. Hall referred to cases he had had under 
the milk treatment which had recovered, even after the supervention of 
grave uremic symptoms. 

Dr. Haie was specially interested in the case mentioned by Dr. Ralfe 
in which coma and other severe symptoms of uremia had somewhat: 
unexpectedly cleared up, being replaced by an attack of acute gout. He 
had no difficulty in understanding such a case as he had elsewhere sug- 
gested, that ureemia was really due to an excess of uric acid in the blood. 
When it was in the blood it produced the well-known symptoms in the 
way he had explained ; when it was driven out of the blood into a joint. 
it produced acute gout. It was quite an easy matter to produce similar 
fluctuations in the solubility of urates, with similar but less severe 
symptoms. He pointed out that Professor Semmola, of Naples, had 
shown that in early and acute stages of Bright’s disease there was an 
excess of diffusible albuminoids in the blood (hetero-albuminzemia), while: 
in congestive albuminuria due to morbus cordis and other similar circu- 
latory obstruction there was no such blood change. In this country, 
however, it was so difficult to get blood that the test could not be used 
_very often. He was interested also in what Dr. Ralfe had said as to the 
incidence of albuminuria in patients taking morphine, for as he believed 
that Bright’s disease was due to a general failure of metabolism, which, 
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again was due to imperfect peripheral circulation, morphine, which in the 
period of abstinence exerted such a powerful effect in contracting the 
arterioles, might easily account for a little albuminuria, or in chronic 
morphinism even for Bright’s disease. 

Dr. Symes THompson observed that as our knowledge of the various 
forms of albuminuria becomes more precise (an inevitable consequence of 
such work as that of Dr. Ralfe), we are able to estimate with increasing 
accuracy the probabilities of life and to insure cases of established renal 
disease. There is really more difficulty in estimating the prospects in 
cases of undefined ill-health than in definite disease of kidney, lung, or 
heart. In the latter case a prognosis may be made with more confidence 
and precision than in the former, and extra ratings may be adjusted with 
greater confidence. 

Dr. RovutxH would refer to Dr. Ralfe’s able paper only in a gynecological 
direction. The title of the paper was “On Chronic Albuminuria,” and 
this did not necessarily restrict the albuminuria to renal disease. With 
women the mere examination of urine was sufficient, because uterine and 
vaginal disease frequently made it albuminous, as vaginitis, gonnorrheea, 
endometritis, ulcerations, &&. Then you might have albuminuria with 
hematuria (not to speak of the menses) from sanguineous endometritis, 
polypi, and fibroids, and even caruncule of the urethra, and so on. In 
women, therefore, it was absolutely necessary often to make an examina- 
tion, and in obtaining the urine to draw it directly from the bladder with 
a catheter. He knew of several instances, and these in high quarters, 
where, from motives of delicacy, examinations were not made, and a 
great blunder consummated. Then he was sure that in many of these 
cases where albuminuria existed and only a few blood globules were 
found, and where much gravel was passed, that the blood was due to the 
scraping of the mucous membrane by the rough crystals, and not to 
kidney disease. Lastly, in pregnancy, in ovarian dropsy, or where large 
abdominal tumours existed, albumen was often found, and even convul- 
sions might occur during a labour, where all seemed due to pressure on 
the kidney and not disease in it. He would ask Dr. Ralfe if he knew 
of any certain mode of diagnosing between these several conditions. 
He, Dr. Routh, thought the presence only of casts could settle the 
question. 

Dr. Lauper Brunton thought that there could be only one opinion 
regarding the interest of Dr. Ralfe’s communication. There were many 
points that might be discussed with advantage, but at that late hour he 
would only take up the question of albuminuria in relation to life 
insurance. In one of the New York insurance offices one out of eleven 
persons, apparently healthy, who applied for insurance was found to have 
albumen in the urine. The proportion here appears to be much smaller, 
and Dr. Brunton did not think he had more than about 2 per cent. At 
one time it was supposed by some of the New York offices that albumen 
in the urine of young people might not require any extra, but a number 
of cases having been followed up, it was found that their health dete- 
riorated almost invariably. He thought, however, that there was a 
great difference in the prognostic significance of various kinds of 
albuminuria, and agreed with Dr. Ralfe, that albumen in the urine of 
men over 50 was a suspicious indication, although, if the specific gravity 
remained high, persons might live for many years. If the specific gravity 
was persistently low, the life was a precarious one, and frequently in 
cases of gouty kidney the albumen might be so slight as to be barely per- 
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ceptible. The test he usually employed for it was to acidulate with 
acetic acid and boil the upper part of it in the test-tube, allowing the 
lower part to remain clear as a standard for comparison. Frequently an. 
exceedingly slight haze is all that is perceptible, even when the urine is 
looked at against a dark background. Persons in this condition might 
die very quickly, after some gastro- -intestinal disturbance brought on by 
over-indulgence in food, or exposure to chill, and he regarded the wearing 
of warm clothing a very necessary precaution. The albuminuria due to 
malaria was of much less prognostic significance than others, and he knew 
a man who was much above the average in mental and bodily power who 
has had it over twenty years. The peculiar complexion of the patient, 
looking as if the face had been brushed over with a thin coat of Indian 
ink or sepia, is often an aid in diagnosing such cases. In them the 
albuminuria was probably due to venous congestion occurring during the 
chills or during the vascular spasm which may occur either with or with- 
out a definite chill. 

Dr. Francis Hawxrns referred to the variability of albuminuria, and 
said that in cases giving every evidence of renal disease the albumen 
varied considerably in quantity. This was seen to occur irrespective of 
any special diet. There were also cases giving evidence of renal cirrhosis, 
such as frequent micturition, low specific gravity, and cardio-vascular 
changes, when no albumen was to be observed in the urine. A case was 
cited in which the urine had been examined at intervals for four years, 
and it was not until one year before death (which resulted from cerebral 
hemorrhage) that albumen was found by the ordinary test. He thought 
the following cases might appropriately be mentioned :—Casg I. A. B 
aged 60, a business man, complained of “swelling of the feet,” in 1859. 
The only point of importance in the history was that when a young man 
the patient contracted syphilis. On examination the skin was pale, and 
there was cedema about the ankle, extending slightly up the leg. The 
apex of the heart was normal in position, and beyond a slight systolic 
murmur at the apex, there were no cardio-vascular changes. The 
specific gravity of the urine was 1010, acid, and contained nearly one-half 
albumen. Rest, with a restricted diet, was enjoined, and iron with cod- 
liver oil and a sojourn at Weymouth recommended. After being two 
months at Weymouth, the improvement in the general condition was 
marked, and his ordinary occupation, which necessitated a considerable 
amount of walking, has been followed up to the present time, while 
albumen is still present in the urine, and cedema of the ankles an occa- 
sional occurrence. Case II.—W. D , aged 56, a retired army captain, 
was seen in 1888. He made no complaint of illness, but stated ‘ that 
something had been discovered to be wrong with his water when 
examined for life insurance.” Beyond malarial fever, he had suffered 
from no previous illness. He was a strong, well-built man, with very 
slight cardiac hypertrophy. There had never been cedema in any 
part. The urine was acid, specific gravity 1016, and contained a slight 
trace of albumen and uric acid crystals. Repeated examination always 
gave the same results. ‘The case was regarded as one of early cirrhosis. 
It did not appear to be one of the cases of malarial albuminuria described 
by Dr. Lauder Brunton. A younger brother, aged 39, who had not 
suffered from malaria, also had albuminuria. In another case albumen 
-had existed in the urine for twenty-five years. This case will be found 
fully reported in the ‘ Clinical Transactions.’ 

Dr. Norman Kerr, with reference to the alleged frequent presence of 
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albuminuria as a result of morphinomania, said his experience differed 
from that of other practitioners. Though he had, from the influence 
of traditional professional opinion, always been expecting to find albumen 
in the urine of morphinomaniacs, he had detected it only in a very small 
proportion of a considerable number of cases, probably in not more than 
4 per cent. Where present there had generally been some pathological 
condition other than the morphine inebriety to account for the albumin- 
uria. That very day, in atypical case of morphine indulgence of ten years 
standing in the person of a lady, aged 51, where he confidently expected 
to have found albumen, there was not a trace of it in the water. He, 
therefore, was inclined to the belief that, of whatever other pathological 
sins opium might be guilty, it was not, per se, a cause of albuminuria. 

Dr. RALFE, in reply, agreed that when anzmia was pronounced the 
case assumed a very grave aspect, and no form of iron seemed to combat 
it successfully. As to the hematuria in gouty cases, he thought that the 
gouty poison might act like malaria, and cause abdominal plethora. The 
cases to which he referred of albuminuria associated with morphinism 
were all diabetics. In conclusion, he referred to two cases in which early 
transient albuminuria had been followed by serious symptoms. 


March 6th, 1893. 
SUPRAPUBIC PROSTATECTOMY. 


By G. Bucrston Brownz, M.R.C.S. 


PROSTATECTOMY means the actual removal, by knife, scissors, or 
forceps, of part of the prostate. At the outset of an inquiry into 
the merits of this operation it is desirable to have a clear idea of 
the anatomy and function of the prostate. For surgical purposes 
it is well to recollect that the prostate is only arbitrarily divided 
into lobes; it is really one single organ. As Ellis says: “ Three 
lobes are described in the prostate, namely, a middle and two 
lateral, though there is no fissure in the firm mass.” With regard 
to its function, I believe it is a sexual organ, and nothing more. 
To my mind it is quite sufficient to remember that in the female 
the act of micturition is perfectly well performed without a pro- 
state, in order to reject all theories that it performs any urinary 
function. In adult and advanced life, in a certain number of 
cases, that is to say, exceptionally, the organ enlarges or hyper- 
trophies, and by so doing frequently, but not always, interferes 
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with the act of micturition. This affection is met with in all 
sorts and conditions of men, and this has led to great difference 
of opinion regarding its causation, but it certainly does seem 
very frequently to follow sexual activity in middle and advanced 
life. I am more and more struck by the fact that prostatic 
hypertrophy often follows a second marriage, or a marriage con- 
tracted late in life. The results of youthful sexual excess are 
doubtless usually outlived. It is remarkable how rarely urethral 
stricture accompanies prostatic enlargement, and it may be pre- 
sumed that men with urethral stricture have usually been sexually 
active in youth. When the prostate enlarges the hypertrophy 
may be (1) extravesical, or (2) intravesical, or (3) both extra- 
and intra-vesicular. It is the intravesical growth which chiefly 
causes difficulty in micturition. This intravesical growth is often 
like an egg projecting into the bladder, with the vesical urethral 
orifice at the apex of the egg. In such cases the projection is 
usually equal to an eighth, or a quarter, or even half of an ordinary 
hen’s egg. This ovoid projection may be deficient at any part of 
the urethral circumference. When wanting anteriorly and later- 
ally, we have the so-called middle lobe enlargement with which 
all are so familiar, where from behind the urethral orifice there is 
a projecting prostatic mass acting like a bullet valve, and often 
causing the bladder to be entirely dependent upon the use of a 
catheter for the voidance of its urine. More rarely we have the 
ovoid projection, only wanting in front, and we have a prostatic 
growth continuously surrounding the vesical urethral orifice on both 
sides and behind, or the projection may be only on one side; in such 
cases it is nearly always continuously combined with a posterior 
enlargement. While so rarely as practically never to be met with, 
the intravesical growth is only found anterior to the urethral orifice, 
intravesical prostatic outgrowths may be associated with consider- 
able extravesical enlargement, and the latter may exist without 
the former, and cause the patient so afflicted to be partially or 
completely dependent upon his catheter. 

In my opinion it is the intravesical growth alone which can 
be removed with reasonable safety, and with a fair prospect of 
recovery of the power of natural micturition. As, therefore, so 
much depends upon this form of hypertrophy, the answer to the 
question, Can we during life diagnose the existence of intravesical 
prostatic growth? is a very important one. Without digital ex- 
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amination after suprapubic cystotomy the presence of such growth 
can only be approximately diagnosed. In making this approximate 
diagnosis we must remember that we are dealing with a form of 
urinary disease where all unnecessary or excessive urethral inter- 
ference is to be deprecated. It is precisely these cases which Sir 
Andrew Clark had in view when he so ably drew the attention 
of the profession to urinary fever following catheterism, or, as 
he called it, ‘ catheter fever.” This fever is unfortunately some- 
times a fata] fever, and elsewhere I have attempted to prove 
that its severity is usually in direct proportion to the amount of 
urethral disturbance. The electric cystoscope, the use of which is 
never free from risk, is therefore particularly dangerous in the 
cases now referred to. In many its employment is impossible, or 
almost impossible, for there are cases in which the shape of the 
instrument is an absolute bar to its introduction, and in other cases 
the introduction is attended with so much difficulty that the very 
limited range of vision is obscured by blood. Several remarkably 
severe cases of cystitis which I have met with in practice, after 
endoscopic examination, where the prostate has been enlarged, 
have created a strong feeling in my mind against the use of this 
instrument in these cases. Again, the use of instruments which 
may be classed as urethrometers has not commended itself to me. 
They are all very trying to the urethra, which in this complaint 
we particularly desire to preserve from injury, and even when 
used they really do not appear to throw hght upon this important 
point, whether there is or is not intravesical prostatic hypertrophy. 
There are, however, two simple means of examination, not trying 
to the patient and within the range of every surgeon, which, com- 
bined, will throw considerable light upon the question, namely, 
digital rectal examination and the careful measuring of the length 
of the urethra by means of the simple passage of the catheter. 
Any undue length of urethra will be an argument in favour of 
intravesical hypertrophy, and particularly so if by the rectum the 
prostate is felt but little enlarged. If much extravesical growth 
is found, this must be allowed for in estimating the importance of 
the length of the urethra. If the urethra is 9 inches long or more, 
and if not much growth can be felt by the rectum, there is almost 
sure to be intravesical hypertrophy. Should it be deemed desir- 
able to sound the patient for stone, further evidence for or against 
the presence of intravesical growth will be obtained, for, if such 
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growth exists, it will be found that the sound has to travel very 
much up hill into the bladder. 

Practically the consequence of all the forms of prostatic hyper- 
trophy is almost invariably more or less difficulty and imperfection 
in the act of micturition. In some cases the prostate is enlarged 
without really causing urinary trouble, but these cases are rare. 
It is, however, most important to bear in mind that, even where 
there is great urinary difficulty, due to prostatic enlargement, the 
difficulty may be only temporary, due to congestion, and may pass 
away entirely in the course of days, weeks, and even months. 
This fact has an important bearing upon the question of pro- 
statectomy. The following case is instructive in this connec- 
tion :— 





aged 68: February, 1889. On a railway journey, owing to the 
presence of ladies, he did not leave the carriage. When arrived at his 
destination he could pass no water. Catheters were used unsuccessfully, 
and he was treated for suppression and not retention of urine. I saw 
him sixty-three hours after the last act of micturition, performed before 
starting on his journey. A catheter was passed and 3 pints of urine 
drawn off. The urethra was 10 inches long, and by the rectum the 
prostate felt enlarged. He recovered, but for three months all his urine 
was passed by catheter. Towards the end of April he began to pass water 
naturally, and in another month the retained urine—that is, water left 
behind in the bladder after a natural act of micturition—had come down 
to 2 ounces. In July the retained urine was only 1 ounce, and in 
February, 1890—a year after the retention—there was no retained urine. 
He is alive and well now, holds his urine from three to five hours, and 
does not use a catheter. 


The explanation of the case is that the prostate was hypertro- 
phied, but not sufficiently so to cause any real difficulty in mic- 
turition. The railway journey produced congestion of the already 
enlarged gland, and the confinement to the carriage without 
urinary relief caused over-distension of the bladder, producing 
temporary atony of its muscular coat. It would have been a 
surgical blunder to have subjected this patient to a suprapubic 
prostatectomy, from which operation he might easily have died. 
On the other hand, had he recovered from the operation, and 
recovered with full power of natural micturition, he would have 
been no better off, his life would have been risked, and prostatec- 
tomy would have obtained credit for what would have been 
brought about by far simpler methods. Such cases are by no 
means uncommon, and they are not unknown in the records of 
prostatectomy. 
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Unhappily, however, prostatic retention, whether partial or com- 
plete, generally comes prepared to stay, and we may next ask, 
What are the prospects of a man obliged to pass his urine 
entirely, or in part, by catheter? I would reply, that the prospect 
is a perfectly tolerable one, provided he becomes a master of the 
art. Quoad this particular complaint, there is no reason why he 
should not reach a good old age, and the chances are in favour of 
his not dying of his urinary complaint, but of some other disease or 
accident in the end. There is certainly nothing in his prospects 
to make him as it were lead a forlorn hope and rush into a grave 
and even dangerous operation such as prostatectomy at the begin- 
ning of his catheter life. Instances are numerous all round us of 
elderly men, active in all the pursuits of ordinary life, and many 
of them exceptionally highly placed in the conduct of affairs, who 
are obliged to pass all their urine by catheter, and who lead com- 
fortable, useful, and happy lives. This state of comfort depends 
in the first place upon there being only a moderate amount of 
intravesical prostatic growth, and kappily this is the rule and not 
the exception, and secondly upon the amount of attention paid 
by the patient to his condition. I shall not go into the details 
of this attention, but will only point out that such care 
consists :—(1) In the choice and proper skilful use of the best 
kind of catheter for the individual case; (2) the sufficiently fre- 
quent use of such an instrument; and (3) the immediate renewal 
of all instruments when they become cracked, rough, or other- 
wise worn. Also in (4) the use of an antiseptic lubricant; and 
(5) mm the proper washing out of the bladder and application 
of medicaments to its mucous membrane in certain cases. All this 
may be spoken of as the proper toilet of the bladder. Taking 
everything into consideration, it is wonderful how tolerant the 
bladder usually is of neglect in many of the details of its 
toilet, but sometimes it is not tolerant, and neglect leads to 
such a state of vesical irritability, that is to say, a state of 
chronic cystitis, that life soon becomes a burden, because of the 
constant and imperious calls for the use of the catheter. This 
painful condition may also occur from causes over which the 
patient has no control, and which he cannot avoid by the greatest 
cleanliness and niceness in his self-management. One of these 
causes I would particularly refer to, for it is a condition which 
has almost escaped notice, but which has an important bearing 
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upon the subject of this paper, namely, the growth into the 
bladder of the prostate to such an extent as to act as a foreign 
body causing constant desire to pass water, and adding terribly to 
the trials of an elderly man already obliged to pass all his urine 
by catheter. Such a case I record in the ‘ Transactions of the 
Clinical Society,’ vol. xxii, where I removed 4 ounces of purely 
intravesical prostate, giving the patient great relief. He is 
alive and well now, in his 92nd year, four years after the 
operation. 

There are other cases where comfortable, or even tolerable, 
catheter life is impossible. In some very rare cases catheterism—lI 
mean regular habitual autocatheterism—is practically impossible, 
owing to the extreme curve of the prostatic urethra forwards, the 
patient being supposed to be standing up, and, but not so un- 
usually, there are cases where autocatheterism is so difficult that 
hfe under such conditions is not worth having. This difficulty 
may arise from the great curve of the prostatic urethra, the exist- 
ence of false passages, and sometimes from the great ease with 
which the prostate will bleed if impinged upon and injured by the 
catheter, filling the catheter with blood clot, thus preventing the 
emptying of the bladder, and causing vesical spasm, as well as 
exhausting the patient by the constant loss of blood. Occasion- 
ally, also, we meet with patients whose hands are crippled by 
rheumatism, or by nervous affections, or who only possess one 
hand, or whose special occupations make autocatheterism difficult, 
or even almost impossible. 

In all these cases where regular, habitual, autocatheterism is so 
frequent as to threaten to exhaust the patient, and where all 
palliative and other treatment has failed to bring relief, and in 
eases where, from the patient’s urethral condition or want of 
manipulative power, such catheterism is impracticable, the ques- 
tion has long been—What are we to do? Up to 1886 we could 
only offer such sufferers a tied-in catheter, or a perineal, or a 
suprapubic vesical puncture or incision, followed by the per- 
manent wearing of a tube through which the urine could drain 
away. Sir Henry Thompson, in 1874, devised a special instru- 
ment for the suprapubic puncture, and I published* a description 
of an apparatus for these patients to wear after the suprapubic 
opening. ‘This apparatus acts as an external receptacle for the 
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urine, and patients can wear it and move about, fully dressed, 
with a fair amount of comfort. Many surgeons had before 1886, 
and have since, proposed the incision, and the excision of the 
intravesical prostatic obstruction, and also the burning of a 
groove in it by instruments introduced through the urethra, or by 
means of perineal incision, with the view of radically doing away 
with the obstruction, but no evidence has been brought forward 
which commends these operations to the surgical mind at large. 
The revival of suprapubic cystotomy, however, in the last decade 
suggested an attack upon the prostate from within the bladder 
from above, and independently of each other. Dr. Belfield, of 
Chicago, and the late and much regretted Mr. McGill, of Leeds, in 
1886, became the pioneers in this important new surgical departure. 

There is now no doubt amongst all surgeons that the obstruct- 
ing prostate can be excised from above the pubes, but the 
surgical mind is not entirely satisfied that the operation, which is 
undoubtedly a severe one in itself, and necessarily performed upon 
those ill able to bear surgical interference, is justified because 
some doubt that even if the obstruction is entirely removed the 
bladder can regain its powers. Many surgeons believe that the 
prostatic hypertrophy is secondary to vesical changes, while others 
believe—and I do—that the prostatic enlargement is entirely 
primary. Sir Henry Thompson has expressed his doubts as 
regards the results of prostatectomy in the following sentences, 
and I need not say how weighty his authority is, and how clear 
and logical his mind. He writes in his Clinical Lectures: ‘‘I am 
entitled to require that if it does happen, or has happened, to any 
surgeon to divide or remove any part of an enlarged prostate for a 
patient who had previously been compelled to pass all his urine 
by catheter—say, fora period of twelve months—and that after the 
division in question he was enabled to dispense with the instru- 
ment, or at any rate to pass, say, only half his urine by natural 
effort, the case ought to be seen and examined by others. I 
desire extremely to see such a result from any of the proceedings 
alluded to. Ihave long wished to see this sight, and have travelled 
considerable distances abroad and elsewhere expressly seeking it, 
but at present without success.” 

In answer to Sir Henry Thompson, I will briefly relate the 
following case; the patient is here to-night, and the facts are 
absolutely beyond dispute :— 
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_R. , a gentleman, aged 70, tall and spare. He began to use a cath- 
eter in 1872, or twenty years ago. My first note of him is in April, 1886. 
All urine had then been drawn by catheter for four years. He now used 
his catheter seven times in twenty-four hours. The urine was clear and 
healthy. Catheterism was not easy ; the instrument had to be well bent 
in order to goin. In 1887 he called on me complaining of bearing down 
of the rectum and much pain when he wanted his catheter. In May, 
1890, he had bloody urine, and catheterism was necessary every hour and 
a half to two hours. On sounding his bladder the sound had to pass very 
much up hill in order to reach the bladder. During June the bleeding 
was so profuse that I feared a vesical growth. He was nextseen in June, 
1891. There was now great suffering and much vesical spasm and con- 
stant bleedings. He continued in this state until January, 1892, when I 
saw him with Dr. Cunnington, of West Hampstead. The catheter was 
necessary every half hour. There was considerable trouble from hzemor- 
rhage and blocking of the catheter by clot. The urethra was 9% inches 
long. By the rectum the prostate felt only moderately enlarged. On 
sounding him a small vesical calculus was found. All his pain was before 
catheterism ; he had none afterwards until the next call for the catheter. 
His life was quite unbearable and perfectly miserable. 

On March 10th, 1892, Dr. Frederic Hewitt administered ether. I could 
easily with tube and aspirator make the stone rattle against the former, 
but could not possibly seize it with the lithotrite, owing to the deep post- 
prostatic pouch in which it lay. The bladder was then opened above the 
pubes, and an intravesical prostatic subgrowth found, as large as a Tan- 
gerine orange, below and on both sides of the vesical urethral orifice. I 
removed the stone with a scoop—it resembled an orange pip, and weighed 
9 grains—and then proceeded to remove all the prostate which projected 
into the bladder with forceps. Everything was twisted off, nothing torn 
or cut away. The pieces removed weighed 1 ounce. The bleeding was 
very severe ; it was partially arrested by hot water injections, applied 
through the urethra by means of an enema syringe attached to the end 
of the penis. For forty-eight hours much blood came away with the 
urine. In three weeks some urine began to come by the penis. By the 
end of April the wound was closed, and all urine passed naturally by the 
penis, except 3 ounces which he drew off by catheter night and morning. 
Then came an attack of influenza in June, and the suprapubic wound 
slightly opened for a time, and we had some trouble in bringing a small 
suprapubic leakage to an end. Early in August all was perfectly healed, 
and by the middle of September we found the bladder able to empty itself 
to the very last drop, proved on several occasions by passing a catheter 
after a natural act of micturition, and no catheter has been used since. 
Of his own accord he wrote, under date January 3rd, 1893, ‘It is fifteen 
weeks since I saw you, when you advised me to do without the catheter. 
I have not used it since. I can now go in the daytime on the average 
three hours, and at night from four to six hours ; indeed the last two 
nights [I went fully nine hours each night ; and this has happened twice 
before during the last three weeks. I cannot express the relief I feel from 
the dreadful pain and hemorrhage I had so long endured : now I have not 
even inconvenience. I can now go about with more comfort than at any 
time during the last ten or twelve years; indeed it is twenty years since I 
first had to use the catheter.” 


This case speaks for itself. The patient had used a catheter 
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for twenty years, and for ten years had made no water except by 
catheter. He submitted to prostatectomy, and had full, natural 
power of micturition restored to him, an unspeakable boon, but to 
obtain which he undoubtedly risked his life. Such a case proves, 
beyond all question, that the habitual use of the catheter does not 
necessarily permanently destroy the power of the bladder to 
empty itself, as has been asserted upon great authority, and also 
proves that prostatic enlargement is the cause, and not the result, 
of troubles in micturition. With regard to the dangers of pro- 
statectomy, I am just as sure that in a fatal case of suprapubic 
lithotomy in my practice the result would have been different had 
I left the projecting prostate alone, as I am that in several others 
the successful results were largely due to my non-interference with 
the prostate, although in several instances it offered itself tempt- 
ingly for removal. 

With reference to the details of the operation of suprapubic 
prostatectomy, I believe that the operation should always be extra- 
peritoneal ; all intraperitoneal operations must add largely to the 
risk, and all that is necessary can be done through an extraperi- 
toneal incision. The bladder should always be opened upon a 
staff; if not—since the body of the prostate in these cases is 
frequently very large—it is very likely to be incised, instead of 
the bladder, when the surgeon thinks he is puncturing that organ 
with his knife, and mischief is done. The presence of a staff pre- 
vents such an accident. I believe in removing the projecting 
prostate with forceps and twisting it off in one piece if small, 
piecemeal if large. By twisting or torsion hemorrhage is lessened. 
The intravesical growth should alone be attacked; no good will 
come of trying to remove the lateral lobes, even in part. In 
clearing the vesical urethral orifice of all surrounding projecting 
prostate tissue much assistance will be obtained by the presence of 
a metal sound in the urethra. Hemorrhage is usually very free, 
and will be all the more so if the prostate has been attacked with 
knife or scissors, the use of both of which instruments I deprecate. 
Dr. Keys, of New York, has had much experience of prostatectomy, 
and has suggested a lint tampon drawn into the prostatic urethra 
by a thread through the urethra, but I have found the bleeding 
sufficiently controlled by hot water irrigation, and all plugs must 
add to the patient’s pain. My space is limited, and I make no 
special reference to perineal prostatectomy as compared with 
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suprapubic, because the former operation is performed, practically 
and metaphorically, in the dark. The parts concerned are almost 
always beyond the reach of the finger, hemorrhage is usually 
severe, and the risk of that most distressing condition, a perineal 
urinary fistula, resulting 1s very appreciable. I am also obliged 
tc omit noticing the results obtained by the suprapubic route by 
Belfield, McGill, Mayo Robson, Jessop, Atkinson, Keyes, Southam, 
and Moullin; their works, however, speak for themselves. 

In conclusion, I would express my present opinions as fol- 
low :— 

1. Suprapubic prostatectomy should never be undertaken at the 
outset of catheter life unless regular catheterism is impossible. 

2. The operation should never be undertaken as long as the 
ordinary catheter life is a tolerable one. 

3. If, from any of the causes I have detailed, catheter life 
becomes intolerable, suprapubic cystotomy should be resorted to. 
By means of this proceeding the bladder can be thoroughly ex- 
plored, and any stone removed, which in these cases may easily 
have escaped detection by the more usual methods of examination. 
The intravesical growth, if it is found to exist, and of this exist- 
ence we can never be sure until the finger is in the bladder, can be 
fully examined, and removed if the operator thinks right to do so. 
If he deems removal inadvisable, or if there is nothing which can 
be removed, he can leave the patient with a suprapubic tube, for 
permanent after-wear, with the certainty that he will have mate- 
rially improved the condition of the patient. 

4, Should the operator decide to remove the prostatic obstruc- 
tion, there is a very good prospect, but not a certainty, of the 
power of natural micturition being restored to the patient. 


The Presipent alluded to the impartial character of the paper, and 
regarded the conclusions as both wise and safe. He agreed that it was 
not advisable to interfere with anything more than the intra-vesical 
portion of the growth, though Mr. McGill had undertaken the removal of 
a great deal more. Some excisions of the middle lobe had been performed 
accidentally during lithotomy, when portions of prostatic growth lay in 
front of the stone, and had been pulled out by the forceps as the calculus 
was being extracted. He himself had once done this, and as he found 
that other portions of growth were removable he cleared the whole floor 
of the bladder. This was done five years ago, and the patient had made 
a perfect recovery. He agreed that enlargement of the prostate was a 
cause, and not a consequence, of bladder disease. He held that the old- 
fashioned silver catheter was a bad instrument for routine use, and that a 
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rubber catheter was much the best, the patient easily introducing it 
himself, and an upward curve of the urethra not interfering with its 
introduction. 

Mr. Reetnaup Harrison did not desire to take this opportunity of 
pitting, so to speak, one operation against another, but he would like to 
ask Mr. Browne if he proposed to limit the operative treatment of 
enlarged prostate to supra-pubic prostatectomy. The circumstances calling 
for such operations were comparatively rare and exceptional. Where 
insuperable difficulties to the use of the catheter were caused by intra- 
vesical growths there could be no doubt that the supra-pubic operation 
was the best. On the other hand, there were instances where the hyper- 
trophy took the form of a collar or bar encircling the neck of the bladder, 
which completely obstructed both the passage of urine and catheters. 
The supra-pubic operation was not applicable to the latter class, but great 
relief had been afforded by perineal prostatotomy. This operation, as 
elsewhere described,* consisted in the division of the constriction from the 
perineum, the use of a properly selected drainage tube, and the mainte- 
nance of the increased space thus provided. Reference was made to 
eighteen cases where this operation had been practised by Mr. Harrison, 
not including instances where the supra-pubic method had, for reasons. 
already stated, been selected. In ten of these cases normal micturition 
was either wholly or partly restored, whilst immediate relief to pressing 
symptoms was obtained in all. Dr. Belfield’s} statistics, which mcluded 
133 instances, showed the perineal method as having a much less mortality 
than supra-pubic prostatectomy | 

Mr. Brucr CuarKE, referring to the question of diagnosis, said that the 
enlargement might lie either in the course of the urethra, at the neck of 
the bladder, or in the bladder itself. If within the organ, the growth 
should always be removed. With a bimanual examination under chloro- 
form one might get a very fair idea of the size of the prostate. The most 
difficult cases of all to deal with were those in which the urethra was. 
compressed by an upgrowth from its floor. After making a supra-pubic 
opening, the portion of prostate extending into the bladder might be, in 


some cases, successfully treated without removal by touching it with the — 


galvano-cautery or with Pacquelin’s instrument. He held that twisting 
out portions of prostate courted hemorrhage, but that if the growth were 
got away by degrees, and the base touched with the cautery, much blood 
need rarely be lost. 

Mr. Swiyrorp Epwarps remarked that the observations of the author 
with regard to prostatic hypertrophy being due to sexual excess after 
middle age were interesting, as tending to support the view that this organ 


is a part of the generative rather than the urinary system. He considered — 


that the best means for ascertaining the existence of an enlarged intra- 


vesical lobe was by means of a short-beaked sound, supplemented with a — 


finger in the rectum. Mr. Edwards also drew attention to the fact that 
hypertrophy of the prostate sufficient to cause total obstruction to mictu- 
rition miyvht arise even before 50 years of age. He had performed supra- 


pubic prostatectomy for the removal of a sessile outgrowth from the 


prostate in a man, aged 51, which totally prevented normal micturition. 
Concerning the case of R. H 





, upon the successful issue of which Mr. | 


Browne was to be congratulated, it appeared to him that the supra-pubi¢ — 


* © Transactions International Medical Congress,’ 1884. 
+ ‘Amer. Journ. Med. Sci.,’ November, 1890. 
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incision was really undertaken for the removal of the stone, the prostat- 
ectomy being an after-thought, though a very proper one. It was a well 
known fact, in spite of what some authorities had said to the contrary, 
that a bladder which had lost all power of expelling its contents, even for 
several years necessitating habitual catheterism, might recover itself com- 
pletely as soon as the obstruction was removed. This had been the 
primary result in four cases in which he (Mr. Edwards) had performed 
prostatectomy by means of Gouley’s prostatome. For his part, he would 
be inclined to limit the operation under discussion to cases in which there 
was a distinct tumour growing into the bladder—sessile or pedunculated. 
In cases where the growth was more general, forming the so-called collar- 
like enlargement, he considered the risk of hemorrhage by shock too 
great. Contrary to the opinion of the author, he was of opinion that where 
this operation was to be undertaken at all, it should be done as early as 
possible after the intra-vesical growth has been diagnosed (7.e., before 
the kidneys had become affected, and also before the patient was worn . 
out with pain and suffering), for the chance of a successful issue could 
not fail then to be much greater. 

Mr. SuHritp asked whether silver catheters should be used at all in 
prostatic cases. He regarded them as dangerous instruments, especially 
if used on the first occasion when a catheter was required. The prostate 
varied much as to its vascular condition, and was apt to be much engorged 
when a stone was present. Very severe hemorrhage followed in the only 
two cases of prostatectomy he had witnessed. Everything depended on 
a proper selection of cases. Bad subjects were old and fat men, especially 
those with bronchitis and emphysema and those with kidney trouble, 
whether that were indicated by the presence of albuminuria or by the 
passage of an excessive quantity of urine with a low percentage of urea. 

Mr. Browne, in reply, said that in many cases in which growths or 
tumours had been removed by the perineum by accident in the blades of 
the stone forceps, though the wound had healed, the power of the bladder 
had not been restored. That might, however, be due to the operation not 
having been performed in a scientific manner. In the case alluded to by 
the President, there had been a long-continued urinary fistula. He 
admitted their indebtedness to the President for introducing the vulcan- 
ised rubber catheters, which were undoubtedly the best in prostatic cases, 
hut it could not be denied that the rubber catheter did not always “go.” 
There were two catheter traps at the very neck of the bladder. These 
were the prostatic sinuses, one on either side of the veru montanum. 
When the middle lobe was enlarged, these sinuses were deep posteriorly, 
and formed a very complete obstruction to soft instruments. Though 
Mr. Harrison had been fortunate in respect of hemorrhage and urinary 
fistula, his own experience had not been by any means so satisfactory. 
Moreover, this unsatisfactory experience had not been his alone, but he 
had observed it in the hands of others. Statistics were valueless in 
respect of this operation, their number being comparatively small, and 
the individual cases differing so much from each other. Keyes, of New 
York, described it as “the most horrible operation in surgery.” He 
agreed that, as a general rule, the use of silver catheters was not advis- 
able, but at the same time there were cases in which they were indis- 
pensable in order to effect an entrance into the bladder. As to kidney 
_ disease, he observed that these were desperate cases, and the surgeon 
could not stop to weigh possibilities in endeavouring to afford relief. 
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THE TREATMENT OF LUPUS OF THE FACE BY FREE 
REMOVAL AND SKIN GRAFTING WITH LARGE 
FLAPS. 


By W. Bruce Crarke, M.B., F.R.C.S. 


Irv is nearly 300 years since Tagliacotius published his classical 
work on the restoration of lost parts by the transplantation of 
large skin flaps, but it is only within the last twenty that surgeons 
have been able to shake themselves free from the belief that the 
skin flap must remain partially attached to its original site until 
the connection with its new surroundings was firmly established. 

It was only in 1871 that Reverdin published his now well- 
known method of taking minute grafts of skin and attaching them 
to a granulating surface. Four years later, viz.,in 1875, Wolfe, 
of Glasgow, described a plan of removing large flaps of skin, 
which, though it is successful enough when thoroughly carried 
out, is somewhat tedious of application, and has never received 
that recognition which it rightly deserved. 

In 1888, at the German Congress of Surgeons, Thiersch, of Leipsic, 
brought forward a plan of skin grafting which combines the merits 
of simplicity and ease of application, and with moderate care 
usually yields a successful result. It is applicable either to fresh 
wounds or granulating surfaces, and it is not too much to say that 
it has revolutionised the treatment of certain affections and certain 
surgical conditions. There is hardly any limit to the area which 
such skin flaps may be made to cover, whilst inasmuch as the whole 
thickness of the skin is not removed from that part of the body 
from which it is taken, but slight chance exists of adding a new 
deformity in the attempt to remove an old one. I showed several 
years ago at one of the Societies a child the greater part of whose 
skin had been completely torn off between the knee and the ankle 
by a tramcar accident, but by the aid of skin grafts obtained by 
this method and placed upon the granulating surfaces complete 
healing had taken place with an excellent and useful leg. 
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For the purpose of operating, all that is necessary is a large 
broad razor and a small bowl of warm water. The part of the 
body selected, usually the front of the forearm or the inner side of 
the thigh, is then carefully washed and rendered as aseptic as 
possible, after which strips of skin are cut off with the razor and 
dropped into the bowl of warm water. With practice, strips may 
be easily cut 4 or 5 inches in length and an inch in width. The 
cut must not traverse the whole thickness of the skin, so as to 
ensure sufficient being left behind to restore the surface portions 
that have been removed. LHxperience has shown that it is prefer- 
able to use the patient’s own skin so as to avoid all possibility of 
infection or the transmission of such diseases as syphilis, tubercle, 
&c. In the case of skin grafting for lupus, it is of course un- 
necessary to employ such large pieces of skin as those above 
described, but, if success is to be looked for of a permanent 
character, all the lupoid tissue should be first freely removed, not 
only with a spoon, but with a knife as well. Anyone who has 
ever made the attempt to scrape a patch of lupus cannot fail to 
have observed that the granulation tissue which covers the floor 
of the ulcer and the friable edges which surround it are remov- 
able with the greatest ease, but that as the sounder tissues are 
reached more and more difficulty is experienced, and eventually 
the sclerosed surroundings offer even more resistance to the Volk- 
mann’s spoon than does a piece of healthy skin. Having had 
under my care a boy with a lupus patch, which I had several 
times scraped with only temporary success, and being anxious to 
ascertain whether the removal of all the softened tissues was 
identical with the removal of all the disease, I determined on the 
next occasion to remove layer by layer with the scalpel, examining 
each of them by frozen sections at the same time. My friend and 
colleague, Mr. C. B. Lockwood, who was at that time surgical 
registrar, kindly brought the freezing microtome into the ward, 
and each Jayer as it was removed was frozen, cut, and submitted 
to microscopical examination by him. Stated briefly, our investi- 
gation proved without any doubt that the hard sclerosed tissue at 
the base of the ulcer contained numerous little pits in it which 
were full of cells, some of which were undergoing degeneration, 
and it was not until all this hardened tissue was removed and 
structures were encountered which looked healthy to naked eye in- 
spection that they proved likewise to be healthy under the micro- 
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scope. Tubercle bacilli we did not find because our microscopic 
examination was necessarily somewhat rough-and-ready, but I 
certainly satisfied myself, and I have every reason to believe that 
Mr. Lockwood agrees with me, that all the hardened tissue must 
be removed and the skin for some + inch or more outside the 
margin of the ulcer if the tendency to return is to be completely 
obviated. It goes without saying that such a mode of procedure 
involves very free venous and capillary oozing, and the arrest of 
this forms one of the principal practical difficulties with which 
one has to deal. A pair or two of pressure forceps, plenty of very 
hot sponges, and a goodly supply of patience are, however, all the 
equipment needed, but I have had to keep up pressure with hot 
sponges occasionally for as much as half an hour before the hzmor- 
rhage was sufficiently arrested to warrant one in placing the pieces 
of skin on the exposed surface. In my later cases experience has 
shown me, however, that the skin flaps themselves are important 
adjuncts to the arrest of hemorrhage, and thus one has learnt a 
means of considerably shortening the operation. As soon as the 
skin has been cut from the leg or arm, as the case may be, it curls 
up almost like a shaving, and when placed upon the ulcer requires 
to be unrolled and adjusted with a couple of needles, and with 
almost as much care as one employs when mounting a thin section 
for the microscope. The edges of these large skin grafts should 
always come well up to, if they do not absolutely overlap, the 
edges of the ulcer which is being grafted. When careful adjust- 
ment is completed, a little iodoform or other dry powder is dusted 
over the part, and two or three layers of dry gauze superimposed. 
About a week later the dressing 1s removed, when complete union 
will usually be found to have taken place. If this is not the case, 
as soon as the unhealed part of the ulcer is in a granulating con- 
dition, a fresh graft can be applied in a precisely similar manner. 
It occasionally happens that the ulcerating process has spread 
round the margin of the nostril and is invading its interior. If 
this is the case a small iodoform gauze pluy must be gently in- 
serted into the nostrils, in order to keep the skin graft in its place. 


Indeed, whenever the lupus is situated near the orifice of the ~ 


nostril, it is well to keep the nostril occluded by gauze, in order to 


facilitate the healing process by keeping the parts dry. In one 


of the patients shown here to-night it will be seen that a portion 
of one of the lateral cartilages of the nose had disappeared before 


ay 
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skin grafting was attempted, but this did not in the least inter- 
fere with the healing process. Any one who has witnessed the 
great difficulty which is experienced in getting a patch of lupus 
about the nose which is as large as even a sixpence soundly 
healed by ordinary methods, will easily realise the advantage 
which is afforded by the method I have just described. I may 
say, in conclusion, that I have had seven cases of lupus of the nose 
under my care which have been treated by this method, and not 
one has failed to heal kindly from the first. Two cases are here 
exhibited to-night, one of which was treated by me just a year 
ago and the other a few weeks back. In none of them has there 
been any tendency to ulceration of the flap. In one or two there 
has been round the edge of the old ulcer a slight return of the 
lupoid tubercles, but these have readily disappeared when touched 
either with a galvano-cautery or with nitric acid. Had the edges 
of the ulcer been removed a little more freely they would probably 
never have returned at all. 


The following cases bearing on the same question were then exhibited 
by the following gentlemen :— 

Mr. Bruce CrarKke showed two cases: the first was that of a 
young woman on whom he had operated about eleven months 
before, removing the lupoid tissue by excision, baring the cartilage 
of the nose and clearing out the diseased mucous membrane from 
the interior of the nasal cavity. The second case was also in a 
woman, and was one of lupus of the nose of a more exuberant 
character. In this, owing to failure to excise the growth at the 
margin, there had been a slight recurrence of the disease. 

Mr. Warson Currys showed a case with the following history :— 
Two years previously the patient had been treated with tuberculin. 
When he first came under notice he had extensive lupus of both 
cheeks, neck, nose, and upper lip, also on back of forearm and 
hand. After two injections the lupus patches on one cheek were 
scraped, but the nose and lip were left untouched. After about 
_ five months’ vigorous treatment with tuberculin, patient was sent 
home apparently perfectly well, the parts being beautifully smooth 
and soft. A year ago he returned with a number of spots of 
recurrence on the right side of the face and on the nose and neck. 
The whole of the affected area of skin was excised, the incision 
extending all round in the healthy for from 4 inch to § inch 
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beyond the affected part. The raw surface left was completely 
covered with skin grafts. At the same time the patch on the 
back of the hand was similarly treated, a number of extensor 
tendons being left bare. <A fortnight ago he returned with recur- 
rence on the left side of the cheek, which five days ago was 
excised and skin grafted. As to his present condition, the upper 
lip, which was treated with tuberculin, alone remains well; the 
skin-grafted cheek and nose of a year ago remains sound, and is 
assuming a natural colour and softness; the recently applied skin 
grafts have almost entirely taken. 

Mr. Browett showed two cases on whom he had operated in a 
similar manner to Mr. Watson Cheyne. The first was a girl, 
18 years of age, who had suffered from a patch of lupus, measuring 
3 by 4 inches, on the inner side of the left thigh. It was dissected 
off and the surface grafted by Thiersch’s method. The second 
was @ woman, aged 35 years, who for eighteen years had suffered 
from lupus over the right shoulder. Its superficial area was, at 
the time of operation, nearly 30 square inches. The whole thick- 
ness of the skin and subcutaneous fat were dissected off, and the 
surface covered with Thiersch’s grafts. Both cases were soundly 
healed. Mr. Bidwell recommended that in long-standing cases 
the subcutaneous fat should be removed in addition to the skin, 
since it is found to be altered in consistence in these cases. 


Dr. RapcuirreE Crocker said that the method at present in vogue was 
as great an advance upon scraping as scraping had been upon previous 
methods. For the last two years whenever he had dealt with a small 
patch he had practised excision. Mr. Barker’s plan to prevent the graft 
curling up was a good one, viz., laying it on a sponge and then applying 
it to the raw surface, in the same way that a gilder used gold leaf. 

Mr. BALMANNO SQuIReE said that he remembered Mr. Durham exhibit- 
ing, very many years ago, at one of the societies, a patient on whom he 
had recently operated by excising a patch of lupus from the left cheek. 
In the case referred to, cicatrisation was favoured by curving strips of 
skin, borrowed from the circumference, over the raw surface, namely, 
towards its centre—Catherine-wheel fashion. The treatment of lupus by 
excision extended back to a comparatively remote period. The modifica- 
tion of the old operation of excision, as now proposed, left still untouched 
the as yet extremely difficult, and always very important, question of how 
to deal successfully with lupus of the cavities of the mouth and nose. 
Koch’s tuberculin, from what he had seen of its effects, had also failed 
absolutely to solve this question. He had examined carefully all of the 
cases brought forward that evening illustrating excision. The excision 
involved not only the removal of the entire thickness of the affected skin, 
but, as had been admitted, some of the subcutaneous fat also, and, in addi- 
tion, what appeared to him a somewhat gratuitous quantity of the sur- 
rounding sound skin—as much as a d-inch radius of it in some of the 
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cases. It seemed to him that this operation necessitated needless mutila- 
tion, while on the other hand it did not appear to be so thorough in its 
effect as to claim justification on the ground of thoroughness. He noticed 
in some of the cases patches of very unquestionable lupus, which were by 
no means of very minute size, around the cicatrix left by the operation. 
Then as to the question of mutilation. One of the patients, whose cheek 
had been operated on, presented in consequence a very fallen-away and 
slab-like appearance on that side of his face. Two other of the patients 
who had each of them been operated on as to one of the wings of the 
nose presented, as he thought, a needlessly mutilated appearance, although 
they had evidently been operated on with very great skill. As to the 
demerits, if any, of the operation of scraping away lupus with the steel 
spoon, he believed that this operation had been discredited unduly, and 
for four principal] reasons. Firstly, the spoons used were a great deal too 
large. Secondly, they were a great deal too blunt. Thirdly, they were 
handled in a manner unsuitable to the purpose in view. Fourthly, as 
soon as the operation was commenced the bleeding, and not only that but 
also the consequent blanching of the skin around, obscured completely the 
map of the diseased patch during the operation. Shortly after the first 
introduction of scraping into this country, now very many years ago, he 
had introduced an improved form of steel spoon which was very much 
smaller and very much sharper, and provided with a much slenderer 
handle than the original German models. By means of this improved 
spoon, owing to its smallness, the sinuosities of the circumference of a 
patch of lupus could be more accurately followed, and also minute, 
isolated patches could be more readily scraped out. Owing to the greater 
sharpness of the spoon, the scraping would, moreover, be much more 
thoroughly performed. Then as to the method of handling. The German 
spoon, which had a large and thick handle, was grasped in the clenched 
fist and used with a pushing movement, that is to say, in a direction from, 
and not to, the operator. This method of handling the spoon was very 
unfavourable to the accuracy demanded for a successful result. His im- 
proved spoons were held in the same way as a pen or pencil, and he had 
found this method of handling much more conducive to accuracy and to 
efficiency. Then again, in order to avoid the limits of the lupus patch 
becoming lost to view during the operation, he had introduced the prac- 
tice of carefully marking out the patch before the operation by some in- 
delible means so that the map of the patch could be kept in view during the 
whole of the operation. Many years ago he had devised and introduced the 
practice of linear scarification. In cases where careful and thorough scrap- 
ing had been followed up by adequate linear scarification, he had seen much 
better results ensue than were presented by any of the cases exhibited 
that evening; that is to say, very considerably less mutilation was 
caused than in any of the cases now shown, and yet amore thorough 
result was obtained than was visible in the majority of the excision cases 
now before the meeting. When the ala or lip of the nose was affected 
(and these places are the commonest situations of lupus) he had found 
linear scarification alone, without scraping, much less mutilating than with 
the addition of scraping, and still less mutilating than excision ; but yet, 
certainly, quite as efficient as excision, that is to say, absolutely efficient. 
It was true that linear scarification when employed alone needed to be 
frequently repeated before complete recovery was attained ; but scarifica- 

tion had the effect of causing the cells of the lupus tissue to undergo 
metamorphosis into fibrous tissue, and so was more conservative than any 
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other known method of treatment. The preservation of the nose, when 
possible, in its normal shape was a matter of extreme moment to many 
patients, and was worth a good deal of trouble and patience. From what 
he had seen of the results of excision, as exhibited that evening, he 
greatly preferred the results which, with due care, were obtained by 
scraping and linear scarification. But still he thought that the meeting 
ought to feel very much indebted to Mr. Bruce Clarke for having brought 
the matter before the Society. 

Mr. C. B. Locxwoop said that the results which had been obtained were 
better than those usually seen after treatment by ordinary methods. The 
tissues far beyond the seat of growth, whilst looking apparently healthy, 
would often be found on microscopical examination to show the cell in- 
filtration characteristic of the digease. 

Dr. Sotomon Situ remarked that at the present time the treatment of 
lupus seemed to lie between erasion with subsequent dot-grafting and the 
method of excision with immediate sheet-grafting which had just been 
described, and he thought no one could look at the admirable results which 
had been shown without admitting that the latter method was the best. 
It seemed to him that the recurrences of lupus generally occurred in 
places where the scar was stretched and irritated by the contraction of 
cicatricial tissue, and that, while no doubt one great advantage of the new 
method of sheet-grafting was the latitude it gave for wide removal of all 
diseased structures, another and no less benefit arose from the fact that 
the immediate covering of the raw wound by a sheet of living epidermis 
prevented the formation of granulation tissue and the subsequent con- 
traction of the scar. This was a great advance on the system of dot- 
grafting on the surface of a layer of granulations which were certain 
afterwards to contract, and one of the best points in the cases shown was, 
not merely the completeness of the removal, but the elasticity of the scar 
left by the operation. 

Mr. Bruce CLARKE, in reply, said that the recurrence in one of the 
cases was due to the fact that he had not removed the skin surrounding 
the ulcer sufficiently freely. By injecting tuberculin beforehand a surgeon 
might be able to better define the limits of the outlying patches, which 
without it were often invisible. 


TWO CASES OF ABDOMINAL SECTION FOR 
TUMOURS WHICH PRESENTED UNUSUAL 
CHARACTERS. 


By WH. Barrus, FR. Gis, 


Tue cases of which I read notes to-night present many features 
which are in my opinion of exceptional interest. They had not 
much in common; they were, however, both abdominal tumours, 
probably of ovarian origin, and were unusually movable, but 
differed altogether in their pathology, in their history, and in the 
symptoms to which they gave rise. 

A married woman, aged 41, came to my out-patient department 
at St. Thomas’s Hospital on the 19th of July of last year, com- 
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plaining of a tumour of the shoulder, also of a lump in the abdo- 
men, tender on pressure, and was on the same day admitted to the 
Hlizabeth Ward. 

The family history was as follows :—Her father died at the age 
of 53 of consumption. Her mother, aged 75, was in good health, 
but had undergone some operation on the bladder (the nature of 
which the patient did not know) seven months before. There were 
fourteen in the family, ten of whom were living and well. She had 
had six children : five were alive and strong, one was stillborn. 

She had always been strong, and had never had any serious 
illness. About fourteen years before she had an attack of “colic ” 
which lasted about a fortnight, and she used to be subject to bilious 
attacks. ‘The bowels were usually constipated ; the catamenia re- 
gular. The tumour on the shoulder had been noticed about eight 
years, during which time it had only increased slightly in size ; 
there had been no pain in it except on lifting heavy weights. She 
was unable to lie on that side, as the position caused the tumour to 
ache. 

The tumour in the abdomen had been noticed about nine months. 
There had been no pain in connection with it. Its position was in 
the right lumbar region at first. At times it would almost dis- 
appear. When its position changed the patient said she felt very 
sick, but did not actually vomit; she would also feel hot and 
trembling. It was tender on pressure, and she did not think there 
had been any increase in its size. 

The general condition of the patient was good; there was no 
albuminuria or evidence of visceral disease. The tumour of the 
shoulder was a lipoma as large as the palm of the hand. 

The tumour in the abdomen was situated in the right iliac fossa, 
being more easily felt'at some times than at others, though the 
patient could always readily find it herself. It was rounded, 
smooth on the surface, about the size of an orange, flattened, and 
tenderness was complained of when it was manipulated. It could 
not be fixed sufficiently to permit one to say that there was any 
fluctuation init. The most marked character which it possessed 
was its extreme mobility. Usually found, as I have said, in the 
right iliac fossa, it could be carried into either lumbar region, 
- upwards under the liver and even into the left hypochondrium 
without any very evident resistance, but always returned to its 
original position. 
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On the 22nd of July Dr. Cullingworth kindly examined the 
woman, and reported that this tumour appeared to be uncon- 
nected with the uterus or appendages, which were apparently 
normal. 

On the 1st of August the patient was placed under the influence of 
ether and a median longitudinal incision of about 2 inches in length 
made between the umbilicus and pubes. <A few bleeding points 
having been secured, the peritoneum was opened and the edges 
held aside with forceps. The tumour, when brought under the 
incision, was found to be fluctuating, and of a yellowish appear- 
ance. It was punctured with a trocar and cannula, but no fluid 
came through the instrument, but around the point of puncture a 
thick, whitish material came to the surface and was wiped away. 
Absorbent sponges were then packed around the opening, which 
was enlarged, and the contents evacuated by pressure on the cyst. 
When the size of the tumour permitted of its being brought through 
the opening it was placed on a large sponge and separated from its 
attachments. These were three in number, to the omentum by 
means of a thick broad band, to the right ovary, which was small, 
by a thin band, and to the large intestine by a long pedicle. The 
attachment to the omentum was such that the tumour was partly 
surrounded by the free border of that structure. The wound and 
parts exposed were cleansed with warm boracic solution and the 
wound closed with interrupted silk sutures. The left ovary was 
healthy. The contents of the cyst consisted of sebaceous matter and 
hair. There was a rise of temperature the same evening to 100°4", 
and on the following evening to 100°6°. On the third evening it 
was 99°8°, and afterwards normal. The subsequent progress of 
the case was uneventful, and she left wearing an abdominal belt on 
the 20th August. 

The opinions given as to the nature of this tumour were many 
and differed considerably—movable kidney, floating spleen, sub- 
peritoneal pedunculated fibroid, ovarian with a long pedicle, lipoma 
of omentum, and dermoid cyst of omentum. 

Perhaps you may remember a case under your care, Mr. Presi- 
dent, in which a tumour of very similar character was removed by 
Mr. Sydney Jones from a patient who had been in your ward. 
The patient, a woman, aged 35, was under treatment in 1884, and 
the cyst in that case grew from the wall of the small intestine. 
The most marked symptoms in connection with it were excessive 
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tenderness and extreme mobility. I showed the specimen at the 
Pathological Society in the following January (‘ Trans. Path. Soc..,’ 
1885, p. 213). Its usual situation was in the left hypochondrium. 
My recollection of this case induced me to think the tumour possi- 
bly a dermoid of the omentum, a small hpoma of the omentum, or 
a small ovarian with a long pedicle, but I was in favour of one of 
the former, as I did not recollect any case of ovarian tumour which 
had been deseribed with a pedicle of such unusual length. It seemed 
to me that the comparative absence of symptoms and the ease with 
which it could be moved from one place to another, though far 
distant, as well as its shape, negatived any diagnosis of movable 
kidney or spleen. 

The second case which I wish te bring before your notice to- 
night is that of an unmarried woman, aged 21, who was admitted 
under the care of Dr. Payne in the “Christian” Ward of St. 
Thomas’s Hospital on the 28th of June of last year, complaining 
of a swelling of the abdomen. 

The family history was good. She had been laid up eleven years 
ago for what she said was an abscess of lung which broke through 
her side, and was obliged to keep her bed eleven months. About 
three months before she came under treatment she first noticed 
that the abdomen was swelling, and she had increased shortness of 
breath, but had not suffered from palpitation. She had brought 
up blood by vomiting a month ago, perhaps half a small teacup 
full. Otherwise she had felt well, though she was suffering from 
a slight cough. 

She was on admission a somewhat anemic girl complaining of 
“‘dropsy of the stomach.” On examination there was no evident 
dyspnoea, the chest moved badly, the costal angle was wide, and 
the lower ribs protruded. In front the resonance ceased at the 
Ath rib on the right side, and in the axilla about 4 inches from its 
apex. Breath sounds normal. On the left side resonance was also 
good but ceased at the 3rd interspace in front, and laterally 
4 inches from the apex of the axilla. The inspiration was dis- 
tinctly harsher at the left apex than on the right side. Posteriorly 
the resonance ceased on both sides at the level of the 8th rib. The 
apex of the heart beat just above and very slightly internal to the 
left nipple. The dulness above began at the 2nd rib. At the 
apex a loud diastolic murmur was heard conducted into the axilla. 
With this a faint systolic murmur was also audible. A double 
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murmur, of which the systolic was the louder, was heard over the 
aortic area, A double murmur was also heard over the left edge 
of the sternum. <A marked impulse could be seen over the inter- 
costal spaces at each beat of the heart. The pulse was 92, regular, 
and inclined to the water-hammer type. 

The abdomen was much distended; no enlarged veins were 
visible; a fluid thrill could be easily obtained. There was reson- 
ance over an area of about 4 inches in extent below the ensiform 
cartilage and also in the right flank. Liver and spleen not felt 
and no tumour detected. A thrill could be felt from one flank to 
the other. Girth, 364 inches. There was a large soft fluctuating 
ovoid hernial swelling in each labium majus, the contents of which 
could be returned into the abdomen by pressure ; only slight impulse 
was felt on coughing. I may here remark that these swellings 
were dull on percussion, the right was larger than the left, and 
that a third swelling was afterwards found of considerable size, 
which projected from the vulva and evidently consisted of a pro- 
trusion of the posterior vaginal wall. The tongue was slightly 
coated and the bowels somewhat constipated. 

The urine was loaded with lithates, had a slight deposit of mucus, 
and contained a good trace of albumen. There was no cedema of the 
legs. The temperature was normal. She had had amenorrhcea for 
three months. On July 3rd it was noted that in the lower part of 
the abdomen a little to the right of the middle line a large hard 
mass could be felt. This was freely movable in every direction and 
could be displaced into the left hypochondrium. It alsoseemed to 
float in the fluid, and felt quite hard. 

Dr. Cullingworth, who examined the patient on the 5th of July, 
reported that the cervix uteri was small and normal, the uterine 
canal of normal Jength, its direction upwards, backwards, and to 
the right side. No obvious connection existed between the hard 
tumour and the uterus. 

On July 7th the albumen had disappeared from the urine. 

When I saw this patient, at the request of Dr. Payne, the con- 
dition was much as described above, the abdomen considerably 
distended, bulging laterally, and she turned in bed with difficulty. 
A tumour apparently the size of a child’s head could be felt, 
rounded and firm, easily displaced, a tap over it when it touched 
the left side of the abdomen being sufficient to make it travel to 
the opposite side, whereit could be felt to impinge with some force, 
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and vice versd. The hernia protrusions were large and presented 
a curious appearance. | 

On July the 16th, when the patient was transferred to the 
surgical side of the hospital, the girth of the abdomen had in- 
creased to 37} inches, and the patient complained very much of 
the weight. 

The operation was performed on the 18th at 2 o’clock. Chloro- 
form was first tried by the anesthetist, but as the pulse became 
slow and irregular this was discarded and A.C.E. mixture sub- 
stituted. From this time her condition improved as the operation 
proceeded. A longitudinal incision about 2 inches in length was 
made in the median line below the umbilicus. After the few 
vessels which were in the abdominal wall which bled had been 
secured, the peritoneum was incised and the fluid in the peritoneal 
cavity, which was not of an ascitic character, but like the thick 
glutinous fluid of an ovarian cyst, gradually evacuated. The 
quantity of this fluid measured 10 pints 9 ounces, The tumour, 
which was freely movable in the peritoneal cavity, was brought 
under the incision, and as it was a multilocular cystic one, an 
attempt was made to empty some of the cysts by means of a tro- 
char and cannula, but the fluid was too thick to pass through the 
cannula, although it was one of large size. The dimensions of the 
tumour being too great to permit of its removal through the small 
incision, this was enlarged to the required extent upwards and 
downwards. The tumour had had its origin in the left ovary and 
the pedicle was long and well developed ; it was secured by means 
of two silk ligatures, one of them being brought round the pedicle 
and tied immediately below. The abdomen was cleansed as far 
as possible by means of warm sponges, and washed out with a 
solution of boracic acid at a temperature of 102°, and the incision 
closed by means of interrupted silk sutures. The hernizv which 
were so prominent a feature before the operation disappeared 
during the escape of the fluid from the abdomen, and one could 
easily pass two fingers through the internal ring on either side. 
The pouch of Douglas was much larger than usual, the posterior 
wali of the vagina lax and easily protruded. A curious condition 
was noted after the operation, in consequence apparently of the 
prolonged and uniform pressure of the heavy fluid—the small in- 
testines and omentum remained in the upper part of the abdomen 
and showed no tendency to descend into the pelvis; accordingly a 
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large space was left in the lower part of the abdomen unoccupied 
by anything but air, across which the abdominal wall passed some- 
what like the membrane of a drum. 

After the operation there was some shock, for which a hypo- 
dermic injection of brandy was given. The temperature at 4 p.m. 
was, however, only 95°, but became normal an hour later. 

The patient made a satisfactory recovery from the operation and 
left the hospital on the 24th of August wearing an abdominal 
belt. A simple enema was given on the 4th day and solid food 
allowed. The stitches were removed on the 8th day, but she was 
not allowed to get up for more than three weeks after operation. 
The temperature at no time exceeded 99°2°. 

When she left the hospital she was wearing a double inguinal 
truss, before which a double spica bandage had been apphed. A 
point of interest was noted for nearly three weeks after the opera- 
tion, and that was the presence in the hernial sacs of a consider- 
able quantity of air which could be easily pressed back into the 
abdomen. On the 17th day it had nearly disappeared from the 
right side but not from the left. 

The tumour was an ordinary multilocular one, none of the cysts 
being very prominent, and presented at one part a circular open- 
ing about 2 inches in diameter where the cyst had ruptured, the 
edges of which were clearly defined, and almost in contact with 
the lining of the cyst, on its further side. It was difficult to 
imagine that the large amount of fluid which was evacuated from 
the abdomen at the operation could have been secreted by the 
hing of this cyst, for it would not have covered an ordinary 
orange, yet the fluid was like that of the ordinary ovarian cyst, 
not so thick as that in some of the cysts in the tumour removed, 
but as thick as that usually evacuated through a Spencer Wells’ 
trochar. 

This case presented several features of interest, and I will 
briefly mention some of those which appear to me the most im- 
portant and worthy of your attention. The history of the case, 
gradual and painless enlargement of the abdomen, the presence of 
the large amount of fluid, and later the discovery of a tumour of 
apparently solid character in the fluid, made me think that it was 
probably a case of sarcoma of the ovary with secondary peritoneal 
growths and effusion into the peritoneum, so it was an agreeable 
surprise to find that the growth was of simple character and the 
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fluid due to a rupture of one of the many cysts composing it. 
The hernial protrusions and the protrusion of the posterior vaginal 
wall are so far as my experience goes extremely rare in the young 
when suffering from ascites, and perhaps these swellings with the 
sensation given me by the tumour, as if it floated, should have 
aroused suspicion as to the density of the fluid. The curious 
manner in which the intestines remained in the upper part of the 
abdomen flattened and emptied without tendency to descend in 
spite of sponging, and in spite of flushing with warm boracic solu- 
tion, is very unusual, and the necessity of closing the abdominal 
wall over a large cavity containing only air was new tome. The 
observation permitted by the patency of the internal rings, and 
the existence of the inguinal sacs as to the length of time during 
which the air remained unabsorbed, although not of great im- 
portance, was still of much interest. 

The albuminuria was probably independent of any renal disease, 
as it disappeared when the patient had been kept in bed for a few 
days and did not reappear. 

As arule in cases of heart disease which require operation I 
prefer ether as being generally the most safe anesthetic, but if 
the anesthetist is a man of experience the decision is left to him. 
I have alluded in the notes to the manner in which this patient 
took the anesthetic; the vavlular disease was extensive, and it is 
probable that the greater quiet in the early stage met with during 
chloroform administration was of valueas a help in the subsequent 
administration of the A.C.H., there having been no unnecessary 
excitement or struggling. 


Dr. CuLLtinewortu (speaking at the call of the President) said that both 
the cases brought forward by Mr. Battle were of exceptional interest. 
He was afraid his own connection with them was not altogether credita- 
ble, for in both instances he had been asked to examine the patients and 
give his opinion as to the nature of the swelling, and in both his opinion 
had been wrong. He certainly had been unable to satisfy himself that in 
either case the swelling was connected with the uterus or its adnexa. In 
the first of the two, he believed a diagnosis was next toimpossible. With 
regard to the second, he should like to ask Mr. Battle whether the open- 
ing through which the contents of the cyst had escaped into the abdominal 
cavity appeared to have been caused by ulceration or by rupture. 

Mr. Barre in reply, remarked on the serious nature of the cardiac com- 
plication in the second case. There was nothing to indicate the rupture 
of the cyst ; the history was that of a simple ascites. He had no doubt 
that the intestines ultimately returned to the lower part of the abdomen 
and occupied their normal position. 
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March 20th, 1893. 


SYMPTOMS OF MENTAL DISSOLUTION, 


By Gro. H. Savace, M.D., F.R.C.P. Lond. 


Mr. PresipENt AND GENTLEMEN,—When first with a light heart 
I accepted the invitation of your Secretaries to contribute a paper 
to this Society, I felt full of hope that I might from my special 
experience contribute something of interest to the Society; this 
hope dwindled as time passed and material increased, and I now 
offer, I fear, a meagre contribution. 

I began by collecting together the notes of all patients, over 
60 years of age, who were admitted into Bethlem Royal Hospital 
during my seventeen years’ physicianship there. I am free to 
admit that this collection proved little but a heap of facts which, 
however, revived old impressions and formed certain broad prin- 
ciples which I shall lay before you without statistical details, as I 
believe a broad sketch outline may more readily give a clear idea 
of my impression than would a definite picture. 

The question of evolution has been so long before us, and in 
related subjects dissolution has also taken such an important place 
in world science, that I feel no apology necessary for introducing 
the subject, though I may for the manner of its treatment. 
Whether it was Goethe or Oken who, struck by the separating 
bones of a sheep’s skull, was first made to see that the bones of 
skull and the bones of the spine were really the same, only 
modified, matters not; dissolution taught the lesson, and in any 
branch of knowledge similar lessons have been learnt from obser- 
vations of the facts of dissolution, and I am confident that much 
of the future progress of psychology depends on the observation of 
dissolution of mind. 

Of dissolution Herbert Spencer writes: “When an aggregate 
has reached that equilibrium in which its changes end, it there- 
after remains subject to all actions in its environment which may 
increase the quantity of motion it contains, and which are sure 
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either slowly or suddenly to give its parts such excess of motion 
as will cause disintegration. The course of change in the dissolu- 
tion so caused being the reverse of evolution, the illustrations of it 
may properly be taken in the reverse order.” 

(179) “In organic dissolution there is a transformation of the 
motion of the aggregates into the motion of the units. Death 
ends all the integrated motions of evolution, and the process of 
decay shows an increase of the insensible movements, in the fact 
that the gases generated by decomposition contain more motion 
than the matters from which they arise.” 

(180) “The waves rolling about the small pieces of the under- 
mined cliff, and in storms turning over and knocking together the 
larger blocks reduce them to boulders and pebbles, and at last to 
sand and mud. As many a shore shows, the conglomerate itself 
is sooner or later subject to the like processes and its cemented 
masses of heterogeneous component lying on the beach are broken 
up, and worn away by impact and attrition.”” And so the com- 
pound we call mind is slowly reduced to some primitive elements 
by the stress of age and the storms of time, and I shall endeavour 
to point out some of the more common signs of such dissolving. 

Dissolution may be the natural end of the worn out mind and 
may be uniform, and like the famous post-chaise of Wendel 
Holmes all dissolving simultaneously, but this or anything lke 
this is rare; the mind breaks down in different directions ac- 
cording to the nature, education, and surroundings of the indi- 
vidual. 

There is no one sign which can be taken as a certain indicator 
that mind is dissolving, though probably memory will be found to 
be the best test of decay. 

In dissolution, though all the symptoms are evidences of loss of 
power, this shows itself in different ways, and I prefer to consider 
separately those cases in which there is defective harmony in the 
working of the parts of mind, those cases in which there 1s defect 
of power of control, and those in which the decay is marked by 
real evident loss of power or faculty. 

There is defective power of acquisition. 

Defective power of co-ordination. 

Defective powers of control. 

Or to put it another way there may be loss of constructive 
power, loss of memory, loss of control of volition, and failure of 
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judgment, and one or more of these defects may be more marked 
than the rest. 

By mental dissolution I mean the slow breaking down of the 
mental organisation, such as is best seen in senile states, but 
which may arise under other conditions. This dissolution may be 
looked upon as directly related to waste or disease of the higher 
nervous tissues; it is associated with decay, in fact, it is best seen 
in natural, i.e., in senile decay, but is very readily traced in 
premature brain decay, such as is met with in the so-called 
general paralysis, and in some toxic states, such as in alcoholism. 
Decay of brain, like the ruin of buildings, may proceed at very 
varying rates; the rapidity depending chiefly on the nature of the 
structure attacked and on the physical changes which cause the 
decay. Just as in a building the rubble-built house falls before 
the stone one, so the brain injured by or badly built under the 
influence of alcohol falls more easily into ruin than that developed 


under healthy natural conditions; the brain of the city liver tends: 


to break down prematurely more readily than the brain of the 
peasant. 

The nature of the surroundings also affects the ruin of the 
house ; the climate of Egypt allows ages to pass over monuments, 
leaving but little trace of the passage of time, while the storms of 
our climate cause rapid disintegration, and so with mind, a 
passionless existence leads less readily to dissolution than does the 
life of action. J shall point out that varying conditions lead to the 
same results as age. 

In dissolution we notice that there is a reverse process to that 
of evolution, but this statement does not cover all that we shall 
have to notice, for the structure of the mind is complex, and the 
elements do not decay in equal proportion. 

As a rule, we may say that the process of dissolution passes 
from the higher to the lower, 2.e., reducing the more complex and 
the latest developments to the less complex and more firmly 
established. In considering dissolution I shall point out that the 
various so-called faculties of mind suffer differently, and that there 
is defect of control as well as loss of power, and much of the mental 
disorder results from this defect of control. 

As it will be quite out of my power in the short time at my 
disposal to give a full analysis of the subject, I shall endeavour to 
take a few of the more prominent points. 


f 
bal 
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Before proceeding to more detail, I will take as a preliminary 
study the marks in general paralysis which indicate the processes 
of dissolution. First, then, there is almost always emotional in- 
stability, what may be called exaggerated emotional reflex, the 
higher control is lessened ; this may be shown in simple emotion, 
such as tears, laughter, hysterical displays and the like, or it may be 
marked by uncontrolled desire (lust) of various kinds. Next there 
is often exaggerated self-consciousness, which may lead either to 
hypochondriacal feelings or to exaltation of ideas. Sympathy may 
assume an exaggerated and emotional aspect; loss of power may 
be shown by defective recent memory, by want of judgment or 
want of energy or power to decide; further, defect of power may 
be shown by real weakness of mind assuming the aspect of 
dementia. 

In the general paralytic, as a rule, the special acquirements fail 
before the more general ones, the musician failing in his most 
special powers; thus I have known a man following accurately 
the notes of music, though he had lost all power of expression, and 
the artist, though for a time able to draw, yet very deficient in 
appreciating colour relationships. The accountant may be able to 
correct another’s errors while he makes more grievous mistakes 
himself. Not only are the defects produced by dissolution to be 
looked for ia the highest, but in the lower, nervous relationships, 
so that there may be defect of control leading to defect of power 
over the muscles, as shown in the various modes of expression by 
look, speech, and writing. 

One point to which I shall refer later is that there may appear 
in some instances to be an increase of power depending either on 
loss of power of control or loss of sensibility. In the one case 
there is a wasteful expenditure of capital; in the other there is a 
disregard of the former indications of waste, such as painful 
working. 

To take then some of the symptoms in the order I have named : 
the defect in power of acquiring new groups of facts, such as 
languages, arts or the like, marks the full tide, if I may use the 
term, of mind, and is, I believe, generally the first sign of age or 
decay. I presume many of my hearers fully appreciate this loss. 
The power of acquiring fresh knowledge varies greatly even in 
decay and in age; thus some men have learnt new languages 
(even the more difficult ones such as Greek) when long past 
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middle life. I believe the defect of further growth-power need 
cause no busy man trouble, but it is at the same time an indica- 
tion of the turning point in mental growth which should not be 
neglected. This defect is allied to loss of recent memory, to 
which I shall refer again in more detail. Organically, it seems 
that there comes a point when the reaction to surrounding im- 
pressions is slow and more difficult to make, and a point may be 
reached where there may be complete inability to retain impres- 
sions for a sufficient time to allow a permanent record to be 
formed. 

Dissolution may be heralded by emotional motor disorders 
besides defects of movements of various kinds; thus, I have met 
with several well-marked cases of hysterical attacks in old persons 
of both sexes, and with the hysteria there may occur the same 
moral perversions which characterise that disorder in young 
persons; the occurrence of this senile hysteria does not seem to me 
to be of very grave moment except as an indicator that senile 
changes are at hand. I do not think it can be taken as a warning 
that hemiplegia is impending. It is of much more grave import 
in patients suspected to be general paralytics. It is a serious 
symptom if the convulsive seizures have an epileptic character, 
t.e.,1f they affect special parts of the body, are followed by un- 
consciousness and sleep, if they have, in fact, a truly epileptic 
aspect; such fits are of serious import, but they may recur at 
irregular intervals for some years, and if the patient take care to 
avoid over-work, over-fatigue, and is careful as to diet, he may be 
but little worse for an occasional fit of this kind. In some cases 
these senile epileptics still go on doing their work, though they 
have to be more restricted in the expenditure of their energies. 
Ido not think that bromides do much good for these cases; mental 
decay depends on the number rather than the severity of these 
attacks. 

With senile mental changes it is not uncommom to meet with 
further loss of higher control as evidenced by maniacal excite- 
ment, and there are several peculiarities in this excitement which 
need attention. In some cases very slight physical or moral 
causes are sufficient to produce violent outbreaks of temper which 
may pass into a delirious state which generally ends fatally. 
These cases of senile delirious mania are examples of an acute 
disease developing on chronic changes, and the prognosis depends 
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on the active destructive process following long-standing degene- 
ration. In these cases, feeding and rest are the only means likely 
to do any good, and it must be remembered that stimulants are 
essential and must be given with no niggard hand. It is much 
more common to meet with cases in which the loss of control is 
progressive. Thus, an old man becomes more and more irritable, 
is more inclined to resent any supposed slight, he loses control so 
that when he gets angry he becomes beside himself with rage. 
Such attacks recur and may lead to an almost constant state of. 
rebellion against control; in some cases these outbreaks never 
become more than attacks of rage, in others they pass these 
bounds and have to be looked upon as true maniacal attacks. 
Sometimes after these attacks, which are generally of short dura- 
tion, there may be periods of calm or even depression, and these 
periods of depression may be again followed by storms of mania : 
the mania is almost always associated with violent impulsive acts 
which, but for the physical weakness of the patient, would more 
often lead to casualties. 

Many cases of this kind pass through many recurrences of this 
nature, some being left permanently weak-minded, while others 
return to health, though the mental standard has been somewhat 
lowered by the illness. 

With senile changes, probably melancholic states of mind are 
the more common; these divide themselves into the various forms 
of mental depression, some being chiefly hypochondriacal, whiie 
others are more allied to ordinary melancholia, and may be either 
active or passive in their expression. Many old patients have 
recurring attacks of mental depression, and I am inclined to think 
that this form of senile melancholia is as easily transmitted from 
parent to child as is the gout. I meet with cases very frequently 
in which there is a history of mental depression running through 
the family in all its old members. It is important to remember 
that members of such families are often suicidal and not to be 
trusted, but in my experience that is rather the result of whether 
some ancestor killed himself, for otherwise simple melancholia 
without suicidal expression may repeat itself through several 
generations. 

I know of several families of distinguished men, both in politics 
and in the professions, in which the shadow of old age has always 
a deeper shade of melancholia attached to it. 
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The hypochondriacal old man is, as a rule, a long liver and one 
who gets more and more selfish and exacting as he grows older; he 
sleeps, badly, but, I believe, not so badly as he thinks. | 

Suicidal symptoms may arise during any stage of decay ; it is not 
uncommon as a result of the feeling of loss of capacity and the 
dread that it may cause loss of situation or of position ; it may be 
looked upon as a variety of exaggerated self-feeling hypochondri- 
asis, 1f you will. 

The general cause of suicide in old men is a dread of ruin and a 
fear of the workhouse. This may occur in women, and recently I 
saw a French governess who killed herself by most determined 
wounds of the abdomen because she thought all her money was 
lost. Some old men are very determined in their attempts, some 
being gouty, and I have met with this as a special variety, as in 
the case of a captain in the Royal Navy. 

A very practical question arises as to which senile cases are to 
be treated as suicidal: I reply, no senile melancholiac can be 
trusted ; but there is but little danger from persons with much 
loss of memory—such persons may impulsively injure themselves 
or others, but they have no persistent idea. Iam in the habit of 
saying that the danger of suicide is very slight in cases where 
recent memory is wanting. 


DiIsoRDERS OF Memory IN OLp AGE. 


The most common symptom of dissolution is defect of recent 
memory; this varies greatly in degree, ranging from the tendency 
to narrate tales of the past to the glory of the teller to total 
forgetfulness of every recent impression. 

The loss is rarely as complete in these cases as it is in cases of 
alcoholism, though I have met with patients who having had a 
meal straightway forgot this and ask for another almost directly. 
There is frequently a recollection of isolated facts in these senile 
cases, So that, though the patient forgets the address of the house 
he is occupying, or the day of the week, yet he may recall the fact 
that he has told the doctor never to cross his door again, or he 
may remember that he discharged his valet, and be indignant at 
his reappearance. 

The memory of the past may be also confused, so that, though it 
appears to be good up to a certain point, those who know the life © 
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history recognise gaps even in the part which seemed to the out- 
sider to be perfect. In some cases there are what I have called 
denudations, that is, things which if not forgotten, have been 
buried, are revived with all the vividness of recent impressions, 
and may be believed in as if they were recent events. 

Another variety of disorder is that in which there is great con- 
fusion as to time and place; this resembles what is often met with 
among alcoholics, who will freely describe things which they say 
they have done and places which they have visited, though they 
have not moved a step from their rooms. <A variety of this 
occurred to me recently in a man of over 80, who thought that all 
things were done more than once; he thought the clocks were all 
put back to deceive him, and that the train stopped more than 
once at each station. He had a kind of mental double vision, and 
my interpretation of it is that he has two impressions, one in each 
hemisphere, and that—as in dreams—there is no power of judging 
time or distance from pure sensations; these are referred to as 
distant impressions; anyway the fact remains that in some cases 
of senile dissolution one meets with such mental double vision. 

I should like to hear the opinion of Fellows as to whether with 
the loss or defect of recent memory there may be a real increase— 
revival, if you like—of distant memory. I have been much aston- 
ished by listening to, and afterwards investigating, the stories of 
some old men: the vividness of their stories and the minute detail 
has made me wonder if it were possible that there should be 
revealing denudation, to use my own term. 

I have elsewhere referred to some of the organised disorders of 
the emotions, hysteria, which may occur with senility. There 
may be very marked loss of control of the emotions, but it is 
interesting to note that with this there is often a marked loss of 
real feeling. I think this is of importance, and should be looked 
at carefully in its several relationships. First then, the old person 
may be emotional, may rage at nothing, and may, and generally 
does, cry over trifles, but the deeper griefs do not stir him, or 
perhaps it would be better to say that what would be crushing 
weights to younger persons cause but a momentary sorrow; I have 
known an aged mother lose her only son, to whom she had been 
deeply attached, and yet on the news of his death shed a tear and 
then resumed the reading of the novel she was at. It has been 
thought that with age a stage of philosophical calm has come, but 
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[ believe the calm is one of organic, not philosophical, origin. 
The wind is tempered to the shorn lamb. 

We know that with age there is hardening of tissue, a tendency 
to rigidity, and with this the special senses fail, but I want to 
know why so many old men, lke so many degenerating general 
paralytics, develop great appetites and increased power of 
digestion. 

Many a man who has been a martyr to dyspepsia for years 
reaches an age, as a rule the wrong side of 60, when he can eat 
and drink with impunity things which had for years disagreed 
with him; for example, I have known men who for years could 
take neither beer, tea, nor coffee, and to whom cheese was a deadly 
food, yet later could enjoy each or all of these things. 

Shakespeare represents Lear as calling loudly for his dinner, 
‘Let me not stay a jot for dinner,” and I have no doubt he had 
noticed the old man’s appetite. I could more readily understand 
the increased appetite due to loss of feeling of satiety, but that the 
digestion should improve and that there should be gain in weight 
is rather surprising. We know that general paralytics gain 
weight for a time, the weight being due to a production of a lower 
tissue fat. 

Allied to the question of loss of emotional control we cannot 
neglect the development of eroticism. This occurs in both sexes, 
but in my experience the redevelopment of lust is more common in 
women at the climacteric, and in men with senility. What it is 
due to is doubtful; I have no doubt that in some cases it is due to 
Jocal prostatic irritation, and I have been able to verify this in 
some cases, but in others I could detect no local cause, the whole 
seeming part of a dissolution which took place on the same lines 
as development, and men on the road to second childhood passed 
through a period of second youth. This is confirmed by the 
hysterical attacks which may then occur. 

There are unfortunately many examples of sexual perversion in 
old men, and I always read with pity the tales of old men who are 
convicted of indecent assaults and the like; many a man’s reputa- 
tion is shattered in consequence of arterial degeneration and decay 
of brain. I have known great moral leaders thus ruin their fame. 
In one case an old man lost his higher inhibitor, in the shape of a 
good wife, only to sink into lust and disgrace. 

Jn rare cases the sexual instinct persists to extreme age: I have 
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known it to be present over 90. This manifestation need not 
necessarily be pathological, but it must be so considered when 
the sexual passion has been dead for some years and then suddenly 
revives. 

The abnormal manifestations of sexual life may be the precursor 
of senile dementia, and may make itself clear before any intel- 
lectual change is discovered. Careful examination will, however, 
detect change in the tone of mind of the man. 

The evidences in such cases are lascivious speech (a kind of 
Rabelais stage), then gesture. Generally the next danger arises 
from children. This noxious selection of weak victims is very 
characteristic. Defective sexual power and greatly diminished 
moral sense explain the additional fact of the perversity of the 
sexual acts of these aged men. Neurotic delirium and satyriasis 
may occur. 

There may be complete sexual perversion with attraction only 
for members of the same sex. I have met with this both in men 
and women. Another group which one constantly meets with is 
that of the senile reformers. At all ages, one meets with the 
sexual sinners who wish to become reformers, one meets with the 
impotent masturbator, the celibate, and the old man, each willing 
to do good to those who have fallen, and in most instances the 
reform does not begin at home. Beware of this tendency in men, 
whether threatening with general paralysis or age. 

Many old men become misers—there is a tendency to collect 
which is eminently associated with age, and besides this there is a 
variety of collectors who, without having the miser’s instinct for 
collecting, really are governed by the dread of poverty and ruin, 
which is one of the common phases of old men’s melancholia. 
One old doctor patient of mine passed nothing in the street which 
could be collected: he had hundreds of sardine tins, horse hairs 
arranged according to colour and length, pins and nails, all care- 
fully put away for future use; he too was more careful of the 
material than the moral good. With collecting very commonly 
goes a disregard of the duties of cleanliness, and I have never been 
quite able to understand the reason for this. It is not indolence 
always, for some dirty persons have been restless and always on 
the move, nor is it the accentuation of a habit, for only recently 
I saw an old aristocrat whose whole life had been that of a wealthy 
refined Englishman, a man who for three quarters of a century 
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never omitted his bath, yet now, at nearly 90, has to be kept clean 
by force, though beyond loss of memory there is little to note his 
senility. Many have been the praisers of old age, and with it 
what we may call dissolution there is pointed out to be a smooth- 
ing of our way to the tomb, a detaching us from the present 
world; all this may be true enough, but my own experience is that 
the feeling of a loosening hold on the world as we get older is not 
a fact. 


The PRESIDENT mentioned two cases which illustrated a point brought. 
out in the paper. One was that of a well-known man, who, in the full 
zenith of his intellect, while stopping in a provincial town, had a standing 
invitation to luncheon at the house of a friend. One day he went in and 
lunched, and an hour later returned and asked for lunch again, being 
apparently unaware that he had already had a meal. In another case, a 
gentleman, who had in the morning made all the arrangements for a con- 
versazione and supper party in his house for the same evening, came home 
and went to bed, having forgotten all about it. 

Dr. Pasteur referred toa class of cases occasionally met with in which 
persons of 50 or thereabouts were seized with general epileptiform convul- 
sions. Usually there had been no previous attacks, and prodromata were 
often wanting. In two or three cases of this kind which had come under 
his notice the convulsions had been very severe. In two the patient had | 
passed into the status epilepticus, with high temperature and albuminous. 
urine. In the course of two or three days, however, these patients 
became restored to their usual health, and every objective sign of disease 
had disappeared. He would like to ask Dr. Savage whether these con- 
vulsive attacks were indicative of commencing mental dissolution. 

Dr. Francis WARNER remarked that he had often seen dissolution of 
all mental impression on the faces of children and adults whose faces were 
in no way paralysed, as to coarse movements ; such is common in paralysis. 
agitans. On the other hand children whose faces are frequently distorted 
with grimaces or athetoid movements may at the same time retain those 
tine shades of muscular action which, being unable to describe ana- 
tomically, we commonly term “mental expression.” He enquired if 
Dr. Savage thought that cases of defective development were more prone 
than others to mental dissolution and nerve disturbance ; his own obser- 
vation appeared to indicate that this was the case. ; 

Myr. J. PeeKe Ricnarps was of opinion that the inordinate appetite 
referred to by Dr. Savage, as so often occurring in cases of senile insanity, 
was not due to the mental condition of the patient, but was attributable to 
the pathological condition of the mucous membrane of the stomach so 
often found in persons of advanced age, the sentient extremities of the 
nerves in the mucous lining of the organ having become blunted by the 
constant wear and tear of many years’ digestion, thus enabling individuals. 
in whom this condition was present to digest easily what in previous 
years would have caused them much pain and suffering. He also thought. 
that the loss of memory as to recent events, considered by Dr. Savage as 
an evidence of mental deterioration caused by advancing years, was due 
in many instances to absent-mindedness, such as is often seen even in young 
persons, and was not caused by senile changes in the intellectual centres. 
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Dr. SAvaGs, in reply to Dr. Bristowe, said that he recognised that there 
might be lapses in memory such as described by him, without there being 
any ground for supposing that there was any dissolution of mind going 
on. Such instances were not infrequent, and the individuals were only 
considered as eccentric. Dr. Pasteur had referred to cases of epilepsy 
which occur in patients between 50 and 60; these belong to the group to 
which Dr. Savage referred, and he considered such cases had not yet been 
fully recognised, at least in England. In reply to Dr. Warner, he thought 
that there was no doubt that those minds which were the more highly 
trained were more liable to show signs of dissolution, and that this decay 
was more common among the more highly educated than among the 
illiterate. It is quite certain that the higher the structure, whether 
mental or physical, the more conspicuous it is in ruin. A tower of 
100 feet would probably decay more readily than one of 10 feet, built of 
the same material, and certainly its decay would be more evident. Dr. 
Richards had remarked on Dr. Savage not noticing more in detail the rest- 
less and troublesome cases of senile dementia. His reply was that the 
object of the paper was rather to point out the more marked symptoms 
which were met with outside asylums. He fully recognised the cases of 
restless disorder, and knew them to be very troublesome to deal with. 


CONSTITUTIONAL DIFFERENCES BETWEEN BOYS 
AND GIRLS, AND THEIR RELATION TO EDUCA- 
TIONAL REQUIREMENTS. 


By Francis Warner, M.D. Lond., F.R.C.P. 


In bringing before you some account of the constitutional differ- 
ences observable in the bodily and brain conditions of schoolchildren, 
I propose to base my remarks on a Report* of 50,027 children 
(boys 26,884, girls 23,143) whom I have seen individually in 106 
schools, and regret that I have not here found space for quotations 
from kindred investigations and Hospital Reports. In this inves- 
tigation I saw the children individually upon a uniform plan, and 
took notes of all cases in some point below the normal (boys 
5,579, girls 3,607), and the teacher’s report concerning each of 
these cases was recorded. It must be remembered that my tables 
refer mainly to the 20 per cent. of boys and 16 per cent. of girls 
who are in some point below the normal. The normal child is 
well made, and his tissues are well nourished; the environment, 
past and present, has well co-ordinated his bodily growth and the 
balance of his nerve centres. 


* Presented to a joint committee of the British Medical Association and the 
Charity Organisation Society. 
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For an account of the points observed, I must refer you to the 
Report published, but it will be seen at once from the statement 
made that there is a great difference observable between the sexes 
—more deviation from the normal among the boys, except for 
“low nutrition,” a point with which I shall deal presently. 

The cases noted fall naturally into four primary groups. 


I. “ Development cases,’’ where there is some defect in size, 
form, or proportioning of the body or its parts; this is 
the largest group. y 
II. ‘‘ Nerve cases,” where movements and attitudes seen in the 
body indicate defector disorder in the action or balance of 
the nerve centres or their reactions through the senses. 
III. ‘‘ Nutrition cases ’’—children thin, pale, or delicate. 
IV. ‘ Dull children”—the pupils reported by the teachers as 
below average ability in their lessons. 


How do these boys and girls respectively bear the effects of their 
environment? The reply may in part be sought among the ‘‘ nerve 
cases,” the “ nutrition cases,” the ‘‘dull pupils.” In all groups of 
schools, as tabulated, it is the “ development cases” that are most 
numerous and wear the worst; it is abnormality in make that is ac- 
companied by low power of resistance in nerve and nutrition, and 
that is largely accompanied by mental dulness, the nutrition and 
dulness in these cases standing in large percentage against the girls. 

“Nerve cases ”. include cases of defect and disorder of the nerve 
system; many of the latter are due to want of the training ne- 
cesssary to the acquired normal co-ordination of the nerve centres. 
Boys form the larger proportion, but if we deduct the large num- 
ber of cases of ‘‘ frontal muscles overacting,” the proportion of 
nerve cases becomes about 7 per cent. upon the 50,000 for boys 
and for girls; this sign appears largely associated either with 
physical defect or want of proper training. 

‘Children pale, thin, or delicate.” This group is more numerous 
among girls; it is very largely associated with defect in develop- 
ment; if we deduct the cases in which it is associated with 
development defect, the proportion of boys and girls becomes equal, 
viz., 1 per cent. for each. 

The worst groups of children seen were as follows :— 
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Boys. Girls. 
Children exceptional in mental status, includ- 
ing idiots, imbeciles, and ‘‘children feebly 


Gitiod. macwta ly” BA, sins ces were ie stn), baie. 124 110 
Epileptics and children with history of fits 

Gimeno SCNOOl VEO F565 dis i006 ecole oi0'5 ier one's's is DO aaL8 
Crippled, maimed, paralysed, deformed ..... 155 = 84 


Children of low constitutional power and dull, 
1.€., cases appearing in each of the four 


PIUMAry PEOWPS. otisic wus arses sostaue ideale oe %e 192 157 


Making allowance for cases appearing in more than one of the 
groups above, we have 473 boys, 344 girls. These children, it is 
thought, should be known to school managers as probably requiring 
special care and training, and their cases should be considered 
separately ; the proportion upon the school population is for boys 
17 per 1,000, for girls 15 per 1,000. 

“Kye cases,” boys 836, girls 637, include boys 485 and girls 
322 with squint or varying strabismus. | 

Having described the four primary groups of children, as formed 
by observation and tabulation, we may try and look upon the 
children from the school point of view. The child is sent to school 
and must be dealt with by the teachers; from what I am told it 
appears to take from three to six weeks before the teachers can 
form an opinion as to the child’s capacity. The School Board 
require that a child should be kept in school for six months before 
it can be presented as requiring special instruction on account of its 
feebleness; inspection enables the points seen in the child to be 
summed up in a few minutes. Gradually, by unconscious observa- 
tion, the teachers become aware in a child that there is low 
nutrition— brain disorder or mental dulness—each factor may re- 
quire separate treatment. In fact, the training and management 
of a child needs to be adapted to the combination of conditions 
present, by which alone we have about 250 groups of children. 
The relative effect of each factor in the defectiveness differs in the 
sexes; hence I conclude that different methods are needed in the 
management of boys and girls. Take 100 dull boys and 100 dull 
girls: of the boys 18 are of “low nutrition,” but of the girls 27— 
the average condition of dull boys and girls differs. Among the 
normally made children there are more dull boys, and ‘‘ low nutri- 
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tion” is equally distributed in the sexes; among “‘ development 
cases’ there are more dull girls, and more thin girls. The teacher 
may see an awkward twitch, tricks of the hands, eyes inattentive 
not fixing well, head lolling, spine bent (lordosis), &c., or other 
“nerve sign.” Now, taken as a group, “nerve cases” are more 
common with boys than girls; taking 100 ‘‘nerve cases boys” 
and 100 ‘nerve cases girls,” of the boys 18 are of “low nutri- 
tion,” 40 are dull; of the girls 29 are of “low nutrition” and 
42 dull—in both particulars the girls are in worse condition. 
There is a large proportion of abnormally made boys, but the 
condition when present tells more against the girls. Let us take 
100 *‘ development cases boys” and 100 “development cases girls ” 
and see, according to experience gained by observation, how it. 
fares with them in day schools and in resident institutions. In 
the latter the number of thin or pale children falls for boys from 
23 to 16, for girls from 38 to 20; “ nerve cases” increase from 00 
for boys to 62, and for girls from 47 to52; dull cases increase from 
38 for boys to 40, and for girls from 40 to 44. Institution life is 
specially ill-adapted to boys, and apparently not well adapted 
to either sex. We may group children as to social class in 
elementary day schools with similar standards under Govern- 
ment inspection. Each of the four primary groups is found 
more frequent in the upper class, but the incidence upon the 
sexes varies. As to girls there is an equal percentage of “‘ de- 
velopment cases” in the upper and poorer classes, but for boys this 
is 14 in upper class and 11 in the poorer; I think the fact of 
equality of development cases among the girls removes the argu- 
ment that the upper class have more defects from survival of 
weak children who die among the poor. 

Taking the “development cases,” the 100 boys in the upper 
class present 48 with “nerve signs,” the girls 54; for a similar 
group in the poorer schools this would be 51 boys and 45 girls. 
Whatever be the difference in the classes the advantage is thus on 
the boys’ side. I suspect it is increased hard work which suits. 
them better than the girls. 

Lastly, we will take schools arranged as to nationality, and 
comparing the English, Irish,and Jews: the Jewish children come 
out as the best, the English rather lower, and the Irish, especially 
the boys, presented the largest proportion of noteworthy cases. 

I am unwilling to generalise upon insufficient data, but the 
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subject before us appears both interesting and important, and a 
temporary hypothesis may aid future observations. The great 
characteristic of young living things, including children, is the 
tendency to spontaneous growth and action in cellular tissues— 
including the brain, not much controlled by external impressions 
in the earliest stages. The more uniform the environment has 
been in antecedent generations the more regular will conformation 
of body and mode of brain action be,as among the Jews. I think 
it probable that the irregularities termed “‘ defect in development ” 
are due to spontaneous growth, the malproportioned parts not 
being duly under the control of past environment, while the tend- 
ency to abnormal nerve signs is likewise largely due to spontaneity 
among the nerve centres. Retentiveness is antithetical to spon- 
taneity ; spontaneity leads to abnormality if there be not enough 
retentiveness of inherited impressions. There seems to be more 
spontaneity in boys, and when the weary labours of training them 
have been brought to a favourable result they present greater 
power than the girls. 

See how the facts given bear upon the hypothesis. The ‘‘de- 
velopment cases boys” present the greatest spontaneity in growth, 
and shut up in institutions the brains remain unimpressed by the 
varied environment of the streets; they remain full of spontaneous 
movements and ill-balanced nerve actions. In the most ancient 
nation growth and brain action are most uniform. In the infant 
school constant spontaneous movement is the characteristic 
of healthy brains; this I described under the term “ micro- 
kinesis,” and at this stage all postures (except a few seen in 
athetosis, &c.) are normal. Many of the abnormal nerve signs are, 
I believe, reversions to this spontaneity of infancy; dissolutions of 
acquired co-ordination. Finger twitching is more common in boys 
than girls: chorea is accompanied by fall of body weight and is 
more common in girls. Many neurotic states are accompanied by 
fall of body weight, and I expect that the low nutrition to which 
delicate girls are shown to be so prone under certain conditions tends 
to fix nerve disturbance more with them than with boys. Hysteria 
may be thought to be an exception, as often the body remains fat, 
but the cure is in brain stimulation by interesting occupation, which 
aids brain nutrition. It appears that in conditions of low nutrition 
the brain is more spontaneous in its motor action, and less under 
due control by influences impressing it—this is illustrated in chorea. 
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Any attempt to remove the frequency of defective development 
must be made by the efforts of State medicine; as work in this 
direction, I have shown that as far as these observations go the 
distribution in different localities is unequal. The small head is 
obviously a common girl defect, but it seems most common among 
large block dwellings and warehouses. 

The nerve defects can largely be dealt with by educational 
training, but they are at present not commonly known to teachers, 
who can, therefore, make no systematic effort for their removal. — 
As to any differences that may be recommended between the care — 
of boys and girls in school, it must be remembered that school 
arrangements are made for the average or normal children. It 
seems desirable that teachers should themselves have some instruc- 
tion on the scientific observation of children, and that at least 
those children who appear weak, nervous, or dull should be seen 
by some one competent to advise. Though there are fewer girls 
of constitution below the normal, still they may fall into ill health 
from conditions which produce less harm in boys, and care 
adapted to their needs may enable their education to proceed. I 
think the evidence collected points to the great advantages of the 
national education in producing a normal and a stable brain state, 
aiding evolution toa uniform type. Improvements are undoubtedly 
needed,* and physical training should be further adapted to produce 
well co-ordinated nerve action as well as muscular development. 
There also appears to be many ways in which the strength of both 
pupils and teachers might be economised without diminishing the 
amount of instruction given. If those in charge of children knew 
more of their bodily and brain condition many educational problems 
might be simplified, and the needs of girls in particular might be 
better met. 


* See author’s work on “ Mental Faculty.’’ Cambridge University Press. 
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Dr. Norman Kerr held that our present system of education was 
wrongly organised. The Jews were examples of the reward that 
followed strict obedience to the laws of health in body and mind. He 
looked upon malnutrition as a great cause of mental as well as bodily 
_ defect. As much muscular exercise as possible should be co-ordinated 
with mental training. 

Dr. SAvaGE referred to the amount of work which had been done by 
Dr. Warner, and, as a member of several committees on which Dr. 
Warner had also served, Dr. Savage could say the work was almost all 
done by one man, and that man was Warner. The tables were full and 
interesting, and the importance of the subject was not yet understood, or 
it would be a national question, not a parochial one. The system of Dr. 
Warner was intended to detect the incipient criminal and ne’er-do-weel, 
and stop him in his downward course, and by special education turn him 
toa useful career. The sieve which Dr. Warner was making was to strain 
from the ordinary school population the dangerous and imperfect 
members, so that they may have particular and special training. There 
may be doubts as to how far this may be carried, but no one could judge 
till he had studied the method of Dr. Warner. There are certain parts 
of the tables which may be fairly criticised ; thus to speak of the ‘‘ signs” : 
among the Irish is misleading, for it really is only the Irish of cities 
which somehow seem to be the dregs of the nation. There are no tables 
to show what the state of the Irish is in Ireland. Dr. Savage said that 
in years gone by he had been interested in the subject of the absence of 
certain forms of degeneration among the Irish and other Celts, but he 
soon found this absence was only to be found in the simpler homes and 
country lives of the Celts, and that these persons, when they moved to 
cities, were at least as liable to the degenerations as others. The tables 
in reference to the Irish and the Jews must therefore be only accepted as 
referring to them when found in cities. 

Dr. AtTHAUS regretted that time would not allow of a full discussion 
of Dr. Warner’s paper, which had evidently been prepared with great 
care and industry. He would, however, take exception to his statement 
that Jews were less neurotic than Christians, as he had for many years 
past found a much larger proportion of neurosis amongst Jews than 
amongst Christians; and this was also the experience of Professor 
Charcot, with whom he had lately discussed this point. He attributed 
the greater liability of Jews to neuroses to the persecution which that 
race had undergone for so many centuries. 

Dr. Sotomon SmituH asked whether Dr. Warner had extended his 
enquiries to departures from the normal in the direction of precocious 
brilliancy as well as in that of dulness. It was a matter of considerable 
interest to know whether the cases of precocious brilliancy in early life, a 
few of which existed in every school, and which often led to little later 
on, were to be looked upon as higher types, or whether they were con- 
nected with the same developmental and nutritional defects as Dr. 
Warner had shown to be such common accompaniments of dulness. 

Dr. Warner remarked that he did not think there was any great 
amount of starvation, as the term is commonly used by medical men, 
among the children he had seen. Development defect was largely found 
among children, “pale, thin, or delicate” ; deducting these cases, only 

_l per cent. of boys and of girls presented low nutrition. He thought 
the large amount of defectiveness among the children a matter urgently 
calling for attention as a department of State medicine, particularly as 
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to the effects of the buildings. He explained that the Jewish children 
were seen in the Free Schools, Whitechapel, and the Irish children largely 
in poor low schools near London. The Jew boys presented more nerve 
disorder than English boys. 





March 27th, 1893. 


ON A CASE OF APHASIA FROM A FALL ON TO THE 
LEFT SIDE OF THE HEAD. 


By C. E. Brsvor, M.D. 


GEORGE C , aged 50, carpenter, came to my out-patients at 
the Great Northern Central Hospital on November 17th, 1891, 
suffering from aphasia. From his wife it was ascertained that he 
had had no previous illness of importance, and of his family history 
one brother had died insane in Colney Hatch Asylum. He has 
drunk fairly, but not to great excess. No history of syphilis. 

From the account kindly sent by Mr. Down, a medical man 
who saw him, the patient, who was in his usual health, on 
November 13th, fell 14 feet. He was picked up unconscious, and 
remained so for fifteen minutes. Soon after he insisted on walking 
home, from Finsbury Park to Hornsey, and on reaching his house 
he complained of pain in the head, and was very talkative, and 
kept repeating the sentence “ Had a fall.” 

The next day he was drowsy, and speech was much worse, and 
he could not be got to answer questions; he was seen by the doctor 
in the evening, and only said “ Yes! Yes!” in answer to ques- 
tions, and occasionally made remarks on his own account, but the 
words easily became slurred and unintelligible. There had been 
no vomiting ; pupils were equally dilated and reacted sluggishly to 
light. The left side of his face did not seem to move quite so well 
asthe right; there was no sign of paralysis in the hmbs. Although 
he could not answer, he seemed to understand to a certain extent — 
what was said to him, putting out his tongue when told to do so. 
A week later he was again seen by tbe doctor, when he seemed not 
to comprehend anything said to him, nor was he able to explain 
what he wanted. 
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Patient came alone to my out-patients on November 17th, four 
days after the accident, and before any history of the occurrence 
was obtained, and it was then noticed that he had no definite 
paralysis; he talked fluently, but it was nonsense, and every now 

-and then such automatic sentences as ‘‘ Thank you,” “ This way,”’ 
would be uttered. On November 19th he had a fit, in which his 
wife says he made a dreadful noise, was convulsed, and lost his 
senses, but did not bite his tongue. 

On the next day he again came to the hospital and was 
examined more thoroughly. A healed wound was found about 
2 inches above the left external auditory meatus. On examining 
him he appeared to hear and see quite well, and no hemianopia 
could be made out. 

The speech was affected in the following way :— 

He could speak voluntarily, but it was for the most part nonsense, 
with every now and then intelligible sentences put in automatically. 
With regard to commands and questions asked verbally, he could 
perform simple actions, such as putting out the tongue, showing 
the teeth, standing up and sitting down. When asked what was 
his name, said “ Norbin, Hasbin.” ‘‘ How old are you?” replied 
‘“‘Norbin, nothing, no other wheel.” Asked how long ago was the 
accident, said, “ 'I'wo weens, two ones, no meat, moden through.” 
He, therefore, could understand sufficiently to perform simple 
actions, but was unable to give his name or his age, and apparently 
did not recognise his name when it was mentioned to him. He 
could not understand commands printed or written down, when 
shown the words “Stand up,” he said the words “ Tubbun, five 
pun, one, five pun, four pun”; asked what it meant, he said he did 
not know. ; } 

When told to write anything, such as his name, he wrote fairly 

well “Chanartian,”’ which was probably an attempt at Chamber- 

lain, when given A to copy he wrote ‘“‘Charant.” He could not 
repeat any word or letter named to him. He could not pick out 
objects and letters named to him. He could not write from dicta- 
tion. He was quite unable to name any object or letters, The 

patient was admitted into the hospital on November 20th, 1891, 
under Dr. Burnet, who has kindly allowed me to use the notes of 

his case. 

While in the hospital patient improved so that on Novem- 
ber 22nd he was able to recognise the letter A when shown to 
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him and to pronounce it. On November 24th he knew his name 
when it was written down, and was able to pronounce it. He is 
now able to copy printed to printed characters. When shown the 
printed words STAND UP, was able to understand the command, 
and was able to do it. 

On November 27th he could copy printed to writing characters ; 
he could write from dictation, and was able to write spontaneously 
a letter consisting of a few words, in which there were not many 
mistakes. ) 

On December 2nd he could read a newspaper and understand it, 
and could do simple addition sums. 

Patient left the hospital, and on December 8th I saw him again 
as an out-patient. He talked very well, but at times used 
wrong words, such as “impaired” in place of “improved,” and 
spoke slowly, and had to think about his words. He remem- 
bered quite well being asked about a watch and a two-shilling — 
piece on his first attendance. On being shown a table he could 
name it, but did not remember for some time that it was made of 
ash (he is a carpenter). Shown a piece of ebony, he said, ‘‘ What 
a fool I am,”’ but he knew the name as soon as it was mentioned. 
Blotting-paper he calls “ ink-paper.’”’ On December 11th he was 
better, and knew the name of every common object, but his — 
speech was still hesitating. He continued attending till February 
9th, 1892, when he talked quite fluently, and only hesitated for a 
word here and there. 

He has come once or twice since, and appeared again last week 
for slight bronchitis; he thinks that his memory is not so good — 
as it used to be, and he very easily forgets the names of people 
and things. 

I have brought this case forward as an illustration of sensory — 
aphasia from a fall on to the left side of the head. | 

In examining cases of aphasia, I have followed the classifications — 
of various writers, but especially that of Dr. Bastian, which he gave 
in a paper read by him before the Annual Meeting of the British — 
Medical Association in 1887.* Dr. Bastian there takes the four 
chief centres connected with speech, viz., the so-called motor 
centre for the muscular expression of words, which Dr. Bastian 
terms the glosso-kinesthetic centre (the difference in the two 


* ‘Brit. Med. Jour.,’ Oct. 29th, Nov. 5th, 1887. 
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words involves the discussion of a theory which it would not be 
possible to go into with the time at my disposal), the auditory 
word centre connected with this, the visual word centre in 
connection with the auditory, and lastly the motor or kinesthetic 
centre for the power of writing. 

These four centres are combined in such a way that the auditory 
and visual are joined by commissural fibres, and the motor speech 
centre is connected with the auditory word centre, and the visual 
is also connected with the kinesthetic or so-called motor centre for 
writing. 

The auditory word centre is probably situated in the Ist 
temporo-sphenoidal convolution of the left side, perhaps at the 
posterior part, the visual word centre in the supra-marginal and 
angular gyri, the speech centre in the posterior part of the 3rd 
frontal convolution, and the centre for co-ordinating the move- 
ments of writing in the middle third of the ascending frontal and 
parietal convolutions. It will be seen that there is no direct 
connection given between the speech centre and the writing 
centre, as | must agree with Dr. Bastian that the connection 
between these two is always through the visual or the auditory 
centres. 

In working out a case of aphasia the following questions are 
asked, the words in brackets give the part of the brain whose 
integrity is affected when the action cannot be performed, and the 
question is answered as it refers to the present case :— 


1. Can he speak voluntarily (kinesthetic speech centre)? Yes, imperfectly. 
2. Can he understand spoken commands (auditory word 


f . 
BOE 02 hele. 5 wreieneru ne reaieinls oro nine. 4 Vaile 8 elas oles Not at first ; 


4 yes later. 
8. Can he understand printed commands (visual word 


centre) ? eevee ee*weevre ae eere7 7 2G eee7e* ee # OG PF FHF eH Oe No. 
4, Can he write spontaneously (kinesthetic writiug 
COUEVE VP ee ws Hd dewure vs Yes. 


5. Can he repeat spoken words laid ban osiogeeoee) ? No. 
6. Can he pick out named objects or letters (aud.-visual 
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10. Can he recognise the use of the object seen, heard, felt, 
tasted, or smelt (localisation not known) ?...sseesee5. Yes(?). 

It will thus be seen from the history that in the case of the four 
chief centres the visual word centre was especially affected, and on 
the second day also the auditory word centre, but that this got better 
on the third day, so that he could understand simple commands. 

The block in the visual word centre would affect all the commis- 
sural fibres passing through it, so that, although he could write 
voluntarily, he could not write from dictation, and although he 
could speak, he had lost the power suaming objects. 

The lesion of the auditory speech commissure is rather difficult 
to understand, as the auditory word centre apparently recovered 
after the second day, but there seems no doubt that the impos- 
sibility of repeating words was owing to the lesion of the com- 
missure. 

With regard to the relation of the localisation of the lesion in the 
brain to the injury, the scalp wound was exactly 2 inches vertically 
above the external auditory meatus, and this would correspond to 
about the middle of the 1st temporo-sphenoidal convolution. 

Now the chief lesion, as given by the symptoms, being in the 
visual word centre, which is considered to be situated in the 


supra-marginal or angular gyri, it would be a question to’ decide 
where to find the lesion, supposing it had been thought advisable 


to trephine and remove a blood clot. 


Against the lesion being in the supra-marginal and angular ~ 
gyrus is the fact that there was no hemianopia, but this is not an 
insuperable objection, as some observers think that the hemianopia 
noticed in these cases is due to the optic radiations of Gratiolet, | 


which come very near to the cortex, being involved, and that no 


hemianopia exists with a superficial lesion of the supra-marginal , 
and angular gyri. If therefore it had been necessary to operate, I 
think it would have been advisable to trephine at the scar over the 


region of the left 1st temporo-sphenoidal convolution, and if. 


nothing were found to work backwards and upwards. 

The nature of the lesion was probably meningeal hemorrhage or 
simply concussion of the left half of the brain, and the case is 
interesting from the rapidity with which the man recovered.* 


I would wish to conclude by expressing the opinion that when 


* Since this paper was read the patient has had another epileptic fit, on 
August Ist, and he has never completely recovered his former mental power. 


* 
‘ 


; 
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cases of aphasia do recover it is by reason of the restitution of the 
damaged left hemisphere, and not by the right hemisphere being 
educated to take up the functions of the left hemisphere, as I 
cannot conceive it possible that the place of the most highly 
organised function of the brain, namely, that of speech, can be 
taken up by the opposite hemisphere, when it is not possible for 
the opposite hemisphere to take on the function of such a much 
lower specialised function than speech, viz., that of the movements 
of the fingers and thumb. If the left so-called motor cortical 
centre for the right hand is removed, it is not possible for the 
right cortical centre to take on the function of the corresponding 
side and restore voluntary action. 


Dr. Dre Havittanp HALL pointed out that in some cases of aphasia, 
especially when caused by a blow on the head, anosmia had also been 
found to he present ; and he asked the reader of the paper whether the 
sense of smell had been tested in his case. In the event of the anosmia 
being unilateral, unless the nostrils were carefully tested, the defect 
would, in all probability, be overlooked, as the patient is hardly likely to 
notice the absence of the sense of smell in one nostril. 

Mr. W. Spencer Watson also wished to know whether there had been 
any loss or disturbance of the sense of smell in this case. The seat of the 
injury on the skull suggested the possibility of some lesion in the 
temporo-sphenoidal convolution in which the olfactory ganglionic centre 
was supposed to lie. It would be interesting to hear from Dr. Beevor 
whether or not optic neuritis was present in the case related, and whether 
the recovery was due to treatment or to the spontaneous absorption of 
effused blood. 

Dr. WALTER Carr commented on Dr. Beevor’s remarks on the in- 
ability of the right hemisphere to discharge the fuictions of the left in 
cases of aphasia, and asked if an exception might not happen in the case 
of very young children. 

Dr. BEEvor, in reply, said that owing to the difficulty the patient had 
in expressing himself it was impossible to be sure about the absence of 
smell ; he never complained of any perversion of that sense. There was 
no change in the optic discs. The recovery, he believed, followed on 
absorption of effused blood. He did not think that, even in children, the 
right hemisphere was capable of assuming the functions of the damaged 
left side. 


CROUPOUS PNEUMONIA IN CHILDREN. 
By Francis Hawkins, M.B. 


A YEAR ago, at the request of a practitioner, I saw in consultation 
a male child aged one year, who was supposed to be suffering from 
meningitis. The child, small and delicate-looking, had been ailing 
for one week, and the symptoms, as narrated to me, were vomit- 
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ing with occasional cough, strabismus, followed or accompanied by 
frequent movement of the head from side to side, and great rest- 
lessness and fretfulness, At our visit the temperature was 100°2° ; 
pulse 120, the respirations being 45. The expansion of the alee nasi 
in respiration led me at once to examine the lungs, and on doing 
so I found dulness at the right base, and tubular breathing with 
fine crepitation, which was, I thought, due to croupous pneumonia ; 
and I gave it as my opinion that all the varied symptoms com- 
plained of could be attributed to the condition of the right lung. 
For seven days the temperature remained persistently high, being 
on the seventh day 103°, when suddenly, on the eighth day, it fell 
to normal. The child made a good recovery, and is, I believe, at 
this present moment, quite well. 

Before this, I had seen children over five years of age suffering 
from croupous pneumonia, but never before at so young an age. 
Shortly after this I saw two cases, one associated with typhoid 
fever, and another with scarlet fever. Upon these cases and 
others that I had seen, I resolved, for the sake of personal in- 
formation, to make a numerical and inductive enquiry as to the 
occurrence of croupous pneumonia in children, and thought, I~ 
trust not wrongly, that this enquiry would be of interest to the 
Fellows of this Society. 

I will now define what I mean by croupous pneumonia. It is an — 
acute infective disease, consisting of an inflammation of the pul- 
monary tissue, in which, from the presence of fibrin and leucocytes — 
within the alveoli and smaller bronchi, the whole or the greater 
part of one or more lobes is rendered solid. This condition may — 
be accompanied by pleurisy, and, in children, is frequently accom- | 
panied by catarrhal pneumonia. 

This being my definition, I would ask when, as to month or 
season of the year, this condition may be most frequently met — 
with ? 

In answer to this, my numerical investigations of 148* cases, 
extending over a period of four years, show that so far as monthly — 
variations in incidence are concerned, most cases occur during © 


March, May, and July, while fewest occurin January, August, and — 
December. 


* To avoid further reference I may here say that nearly the whole of the | 
eases from which I make this investigation are taken from the published reports — 
of the Hospital for Sick Children, Pendlebury, Manchester. 
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The following are the facts as regards months of the year : 


Nine cases occurred in January. 
Thirteen is February. 
Highteen “e March. 
Kleven i April. 
Nineteen May. 
Thirteen a June. 
Fifteen i July. 
Hight % August. 
Twelve is September. 
Ten mA October. 
Twelve * November. 
Hight i December. 


It is of interest here to note that of 708 cases,* mostly in adults, 
extending over a period of ten years, most occurred during the 
months of March, May, and September, and fewest during the 
months of February, August, and December. 

As regards the season of the year, on examining a similar 
number of cases, it would seem that the frequency is greatest in 
spring, while in summer, autumn, and winter the variation is not 
very great. 


Thus 48 occurred in spring. 


36 is summer. 
34 ; autumn. 
30 - winter. 


If, now, we compare this with the season of the year of the 
708 cases above referred to, we find that, while spring furnishes 
most cases, autumn ranks next, summer still lower, while winter is 
lowest in the scale. 

Having thus seen that croupous pneumonia may occur at all 
months and seasons of the year, the next enquiry will have 
reference to the previous health and antecedent illnesses, and their 
effect, if any, in influencing the onset of this disease. For this 
purpose, 196 cases in which these particulars were given have 
been reviewed, and I find that a large proportion of the cases of 
pheumonia occur quite independently of any antecedent disease, 


* An analysis of 708 cases by Drs. Hadden, Hector Mackenzie, and Wallace 
Ord, ‘St. Thomas’s Hospital Reports,’ vol. xix. 
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and that the largest number of antecedent diseases which may 
have any share in inducing susceptibllity are previous attacks of 
pneumonia and measles. It is possible that a delicate state of 
health may predispose to it. In 102 cases the previous health had 
been good, and the patients described as perfectly healthy until the 
attack of pneumonia. Of the remaining ninety-four cases, twenty- 
seven were described as always delicate. One had chicken-pox 
two years before; one had Pott’s disease of the vertebree; three 
had abscesses in various situations; three had heart disease, two 
mitral, and one aortic and mitral; one had intermittent fever five 
years before; two had anzemia one year before ; one encephalitis ; 
one inflammation of the bowels; two phthisis; two wasting (cause 
not stated) ; one congenital syphilis; one infantile paralysis; one 
rickets; thirteen measles (but in no case had measles occurred 
immediately before the pneumonia); three scarlet fever; three 
typhoid fever; thirteen pneumonia (varying from four months to 
three years before); one pleurisy; thirteen bronchitis; one 
whooping cough one year before. 

In reading through the records of 220 cases I can only find 
seven instances in which any direct or indirect cause was assigned. 
They are as follows. Chill occurred in one case five days before 
the illness, and the other six cases are attributed to accidents. 
The following is the nature of the accidents :—(1) Stunned by a 
fall two days before. (2) Fainted at school after being beaten ; 
vomiting shortly after; attacked with pneumonia the following 
day. (3) Struck on back of head with a brush. (4) Child fell 
against a wall and hurt her side; this side was the one afterwards 
attacked with pneumonia. (5) Five days previously the head had 
been cut. (6) Attributed to an accident. 

That chill may be a cause of pneumonia—so far as we can 
define a cause—no one will probably doubt. A few years ago a 
striking example of this came under my notice at the St. George’s 
and St. James’s Dispensary. A girl, aged 15, who was in good 
health, went to a school treat. After running about a great deal, 
feeling warm, she sat down, and then felt a chill. During the night 
she had a rigor followed by vomiting and great pain in the 
right shoulder. When I saw her, twenty-four hours later, her 
temperature was 103°, she was expectorating rusty sputum, and 
had every evidence of right apical pneumonia. 

Before leaving this part of my subject, I would wish to in- 
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vestigate numerically cases of other diseases in children in order 
to ascertain their associations with croupous pneumonia. Thus in 
849 cases of scarlet fever I find five cases recorded; in 107 of 
typhoid, six: in thirty-nine of acute or subacute rheumatism, one ; 
in 100 cases of heart disease, three ; in twenty-nine of nephritis, 
two; and in thirty-four of diphtheria, no case was recorded. 

We now consider the question of age. At what age in children 
is pneumonia most frequent? What is the earliest age when it 
may occur? In order to answer this question a numerical in- 
vestigation of 220 cases has been made. 

A brief survey of Chart I will show that, while croupous 
pneumonia may occur at any age from one to fifteen, so far as this 
enquiry shows, it is more frequent at the ages of five and nine; 
and it may be interesting here to mention that in a somewhat 
similar investigation to this (but made merely for the personal 
acquisition of knowledge) of 200 cases of typhoid fever in children, 
the highest number of cases occurred during the fifth and ninth 
years of life. A further survey will show that fifty cases occurred 
under the age of five years, 120 between five and ten, and fifty 
between ten and fourteen. 
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Cuart I.—Chart showing number of cases at different ages in 220 cases. 


In Chart IT, where the cases are arranged in periods of five 
years, we find that there is a noticeable sudden decline instead of 
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due to the fact that after the age of ten many children cease to be 
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Cuart II.—Dotted lines show age curve in 220 cases of children, and show 
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708 cases of children and adults, and show rise to be continuous till between 


apparent fall between 10 and15. The continuous lines show age curve in 
20 and 80, then reaching maximum and afterwards falling. 
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bers the proportion of cases gradually rises till between the ages 
of twenty and thirty; this is of some importance, because some 
writers state that after the age of five the frequency lessens, to rise 
later on at about the age of twenty: it may be so, but these 
figures scarcely justify the statement. Before leaving the question 
of age it should he mentioned that, while one year is the earliest 
age considered in this investigation, Barthez and Sanné state that 
croupous pneumonia occurs in children six weeks, four months, or 
six months old, and that such is seen in hospitals where children are 
admitted under two years of age. The youngest case that Henoch* 
mentions in his analysis is one and a half years; he thinks it is 
common between the third and twelfth years. 

Sex.—In 171 cases the males numbered 101, and the females 
seventy. Barthez and Sanné record occurrences in boys more than 
in girls. 

We now come to the early manifestations of the disease. Is it 
sudden or gradual? ‘To ascertain this fifty-six cases have been 
examined, and I find that of these the onset was sudden in thirty, 
gradual in ten, and not mentioned in eight. Of the ten cases 
showing gradual development, the period of time varied. In one 
case the patient was described as ailing for three weeks—in this 
instance there was chronic valvular disease of the heart; in 
another case of Pott’s disease the patient was ailing for one month, 
but in other cases, with no attendant disease, only from three to 
six days. 


SYMPTOMS. 


The next point for consideration is the symptoms of invasion. 
What physiological functions are disturbed by its inroad, or what are 
the indicators of approaching pathological change ? 

To ascertain this, the records of 220 cases have been examined, 
and I will first of all refer to these varied symptoms in order of 
frequency, and then append figures representing the number of 
cases in which each occurred. They are as follow :— 


* ‘Diseases of Children, New Sydenham Society’s translation. 
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From the list we learn, at least so far as this investigation is 
concerned, that vomiting, cough, and pain are the most frequent 
symptoms threatening croupous pneumonia. For a moment I will 
compare this with the analysis already referred to, made by Dr. 
Hadden and others, when 518 were adults and 189 children, and 
there the most frequent symptoms were pain, rigors, vomiting, 
cough; thus, if we regard these as symptoms in adults, we find 
that vomiting,* cough, and pain are common symptoms both in 
adults and children, although numerically their relative frequency 
is different. | 

We further learn that convulsions and fits are not common 
symptoms of invasion—and this agrees with the opinions of most 
writers on children’s diseases. The late Dr. Wilson Fox, how- 
ever, in his article on acute pneumonia, speaks of convulsions as 
being common in children. We further notice that rigors may 
occasionally occur in cases arising among children. The ages of 
the five patients in whom such occurred were four, eight, eleven, 
and twelve respectively, and the ages of the patients when expect- 
oration and hemoptysis were present are, as to expectoration, two 
at five, and one at seven, ten, and twelve; and as to hemoptysis, 
four and fourteen ; in neither of these cases was there any phthisis 
or tuberculosis mentioned as being present. Rigor, convulsions, 
and fits might almost be regarded as accidents in the outset. 
Drowsiness was mentioned, as we see, only on fourteen occasions, 


* The late Dr. Todd, in his ‘Lectures,’ p. 278, says: “ Vomiting is a rare 
symptom in pneumonia.” This he deduced from observations on about 
90 cases. 
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and I draw special attention to this, as Dr. Sturges* found it a 
constant symptom in twenty cases observed by him, and says, 
“Drowsiness is a very characteristic symptom in the pneumonia 
of children.” 

To enumerate symptoms merely in order of frequency is but a 
poor exercise of the mind in the study of symptomatology, so I 
will ask your attention to some further observations. If we group 
these individual symptoms into those representing disturbance 
in the various systems,+ we find that in the alimentary system we 
have vomiting, thirst, anorexia, sore throat, pain (being a 
common attribute to all systems, I repeat it in each), diarrhea, 
constipation; respiratory system, cough, dyspneea, expectoration, 
hemoptysis, pain; nervous system, shivers, rigors, startings, con- 
vulsions, fits, delirium, rambling, wandering, restlessness, drowsi- 
ness, headache, pain; cutaneous system, sweating, rashes; nose, 
epistaxis. 

We thus learn that all the more important systems, with the 
exception of the circulatory and urinary, may be disturbed at the 
outset of croupous pneumonia, and, moreover, we notice that in 
point of variety the nervous system is the one mostly disturbed. 
But it will be necessary for us now to study the symptoms in 
regard to their isolation, association, and combination, and not in 
relation to systems. In so doing I find that vomiting may occur 
as the only symptom of invasion, or it may occur in association 
with one of the other symptoms, or in combination with one, two, 
three, or more of the other symptoms named; of cough, headache, 
and pain, the same may be said. Dyspnoea was not noted in 
isolation, or as the only symptom, but was in all cases either in 
association or combination with other symptoms; and thus we 
learn that the one symptom above all indicative of lung disease, 
but which is not present as a symptom of onset even in half the 
cases, may, when it is present, be associated with symptoms of 
both nervous and alimentary disturbance. 

Here I must pause a while and say somewhat more in reference 
to pain, for as a symptom it is frequently referred to the part 
affected, and when so is valuable in diagnosis. The question 
arises, Where is pain usually seated when complained of at the 

* ‘Pneumonia,’ Sturges and Coupland. 

+” According to the ‘Nomenclature of Diseases,’ Royal College of Physicians 
of London. 


286 CROUPOUS PNEUMONIA IN CHILDREN. 


onset of croupous pneumonia, and what is the relation between 
the situation of the pain and the part of the lung affected? I 
will consider the two together. In the fifty-four cases the pain 
was referred to the sides only, and in these instances 


The left base was affected in 24 cases. 


The left apex i aS Jo 
The right apex ss Bi tg 
The right base _ TaN 5 
The right middle lobe ,, a, 


In one case the pain was referred to the right side when both 
bases were affected. In another case to the left side when both 
bases were affected. In one case pain was referred to the left 
side, and the right apex was affected. In one case to the right 
side and abdomen, and the right apex was affected, and in another 
case to the right side and head, when the right base was the seat 
of the pneumonia. 

In the six cases in which pain was in the chest 


The right apex was affected twice. 


The right base ‘3 once. 
The left apex i once. 
The left base ne twice. 


In one case, when pain was referred to the chest and head, the 
left apex was the seat of the disease, in another of pain in chest 
and throat the right base was affected, and in a third case of pain 
in chest and limbs the left base. Pain was spoken of as being 
over the heart in two cases, when the left base was the seat of 
pneumonia in one case, and the left apex in the other. 

Pains in the head (not headache) occurred in two cases, and 
the right apex and right base were affected respectively. Pain in 
the head and limbs in one case and the disease was in the left 
upex. Pain in head and back in two cases, and the disease 
attacked the right apex and right base respectively. Pain in 
head, back, and sides once when both bases were affected. Pain 
in head, neck, and side, with the left base affected. Pain was 
described as being all over in one case when the left base was 


affected ; and pain in the limbs once, and the left base was then © 


the seat of the disease. 
Pain was described as being in the abdomen in fourteen cases, 
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and when so the parts of lung affected were as follows :—Right 
apex in two cases; right base in six cases; and left base in six 
cases. Pain was referred to the epigastric region once when the 
left base was affected. 

From these facts we learn that in most instances when pain 
occurs as a symptom it manifests itself in the sides, and that when 
so it is seated on that side where the lung is afterwards found to 
be affected. We also find that pain may be in the chest, directly 
over the heart, in the head, limbs, or abdomen—pain over the 
heart indicating left-sided pneumonia, in the abdomen mostly the 
bases ; and when pain is in other parts various parts of the lungs 
may be the seat of disease. 


DIAGNOSIS. 


First, are we able to diagnose croupous pneumonia from our 
knowledge of the symptoms attending its early invasion? Are 
these symptoms either alone or in association or in combination 
peculiar to this disease? Here we call into exercise another 
faculty—comparison. And, for the sake of comparison, I have 
read over the notes of a number of cases of scarlet fever, typhoid, 
meningitis, and acute nephritis. I also call to mind the fact that 
vomiting may be associated with intestinal lesions, or be a 
symptom of restoration of function, and that cough also may be 
but a reflex result of ordinary constipation. Now, vomiting, as 
we have seen, may occur as the only symptom of invasion, and as 
such be sudden in its onset; but it may also occur suddenly as a 
symptom of restoration removing some irritant from the stomach, 
or it may be due to acute intestinal obstruction; and it may indeed 
indicate the onset of scarlet fever, typhoid, or meningitis. Vomit- 
ing also, when associated with diarrhoea, is not an unknown 
symptom at the invasion of typhoid fever or acute nephritis, 
neither is it infrequently met with in association with either sore 
throat, rigor, or shivers, in incipient scarlet fever. Headache or 
shivers, separately or together, with or without diarrhea, are 
frequent symptoms of typhoid, while rigors with a sudden onset 
are not unknown as preceding it. Shivers may also usher in acute 
nephritis, and vomiting with headache and drowsiness precede the 
onset of meningitis. The symptoms most common to croupous 
pneumonia, then, appear to be cough, pain, and dyspnoea, and the 
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latter is the most important; for the cough we can hear; the pain 
is reported to us by the sufferer; but the fact that dyspnoea is 
present is ofttimes only revealed to us by observation, and amidst 
the numerous early symptoms this may be frequently overlooked. 
It is thus rather to the association and combination of symptoms 
that we must look for guidance, and it is better to be wrong from 
reasoning than correct by guessing. But even after reasoning to 
the best of our ability we shall frequently be obliged to defer a 
definite and decided diagnosis until, the disease being firmly 
established in its site, we can find sure and certain signs of its 
existence—these I will presume are physical, and the question 
then arises, how soon may we expect to find such signs? For the 
present, however, I will defer the answer, and consider the tem- 
perature in croupous pneumonia. 

On reading over the notes of cases yielding material for this 
investigation, it is obvious that croupous pneumonia is a disease 
in which (in the largest number of cases) the temperature is high 
with slight morning remission and evening exacerbation until it 
falls either suddenly (crisis) or gradually (lysis); and such being 
the case, the question naturally arises, what is the usual temperature 
in pneumonia, how high may it rise without creating much alarm, 
and how long will it remain high? First, then, as to height of 
temperature before the crisis. In 152 cases I find that the 
average maximum daily temperature varies from 100° to 105°4°. 
By dividing into tens the points gained, in fifty-eight cases it varies 
from 103° to 104°, in thirty-six cases from 104° to 105°, and in 
thirty cases from 102° to 103°. In a few cases it ranged from 
105° to 105°4°, and the least frequent variation is from 100° to 
101°. It must be remembered that in some cases the temperature 
does not rise above 100°, when at the crisis it usually becomes 
subnormal for a time. ‘This leads me to a consideration of the 
temperature at crisis. What is the highest temperature on the 
day of crisis? In 130 cases examined the temperature varied 
from 100°2° to 105°4°, being in thirty-nine instances 103° to 104°, 
in twenty-nine 102° to 103°, in twenty-seven 104° to 105°, in twenty 
101° to 102°, in eight 105° to 105°4°, and in seven 100°2° to 101°. 
Thus we see there is practically no difference between the average 
maximum daily temperature and that of crisis, while there is a 
difference in individual cases. While usually we have the tem- 
perature persistently high till the crisis, we may have a pseudo- 
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erisis—the temperature falling to normal, then rising to say 104°2°, 
to fall to normal a day later than that of the true crisis. After 
the crisis the temperature may be high, and continue so for some 
time; this happened in one instance, when the left ear commenced 
to discharge and the temperature fell to normal. There is another 
point in reference to the temperature. Is the temperature range 
higher in cases when the apex only is affected or when the base 
only is involved? So far as this investigation shows there is no 
great difference, but if anything the temperature from basic 
pneumonia is the higher, as is shown by the following :— 

In twenty cases of apical pneumonia the average daily tempera- 


ture was— 
In one case it varied from 101° to 101°8° 
> SIX Cases ‘ 102 ~,, 102°4 
5, nine ‘5 HOS <4 W0S'S 
5» one i 104 = ,, 104°5 
,, three a 105 >, 105°2 
In twenty cases of basic pneumonia the average daily tempera- 
ture was— 
Two cases varied from 101° to 101°8° 
Three e £02 ,,- 102°8 
Hight 5 103 ,, 104°3 
Five i 104 ,, 1043 
Two a 105 


Yet another point in reference to temperature is of interest, 
namely, the relation of deliriwm to temperature.* Is the tempera- 
ture higher in cases when delirium is present? So far as this 
investigation shows the difference is only in individual cases, when 
the temperature is a degree or so higher in cases of delirium.t 

In twenty cases of delirium the average daily temperature was 


as follows :— 
100° in one case. 
101°6 is 
102°7 - 
103 6 
Loa] Ys 


* See “Some Statistics of Pneumonia,” by A. Money, ‘Trans. Roy. Med. 


Chir. Soe.,’ vol. lxix. 
+ Although in this paper I do not enter into causes, it may be mentioned that 


VOL. XVi. 19 
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103°3° in two cases. 
103°5 in one case. 
103°6 in two cases. 
103°7 & 

103°8 x, 

103°9 in one case. 
1044, Rs 

104°5 in two cases. 


104°8 . 


In twenty cases having no delirium the average daily tempera- 

ture was— 
100°1° in one case. 
101:2 : 
101°3 25 
101°6 be 
102 i, 
102°3 a 
102°4 in three cases. 
103°5 in two cases. 
103°6 ‘ 
103°7 + 
104 in one case. 
104°1 in two cases. 
1042 in one case. 
104°6 in two cases. 


It is of interest also to observe that in cases of double pneumonia 
the daily temperature is not in excess of the highest average daily 
temperature when only one lung or part of a lung is affected. 
Now is a high temperature with slight morning remission and 
evening exacerbation the only type of temperature met with in 
croupous pneumonia? And if we meet with any other type, is it 
due to some other direct cause or merely to the accidents of the 
disease ? 

Hectic temperature is frequently met with, it being, I find, 
recorded in thirty cases out of 220. It may be pre-crisial or post- 
crisial. The temperature may be of a hectic character throughout, 


I regard delirium in pneumonia as due to toxic causes not necessarily causing 
any additional rise in temperature or increasing the danger of the case. 
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becoming normal after the crisis. It may be hectic at the com- 
mencement, and subsequently follow the type of normal pneamonic 
temperature to fall to normal at the crisis, or it may be at first of 
ordinary pneumonic type and then become hectic. This may be 
merely accidental, but in two cases it was associated with accumu- 
lation of purulent fluid in the pleura. But while we have a pre- 
crisial hectic, it is more often met with as post-crisial, this being 
so in twenty of the thirty cases. Hectic temperature usually 
commences a day or two after the crisis. It may be present for 
several days and then change to normal, or it may be due to post- 
crisial pleurisy or catarrhal pneumonia. In one case the tempera- 
ture became hectic after the crisis, and was so till the forty-eighth 
day, when 8 ounces of pus having been removed it became normal. 

The temperature may be of a remittent character (not hectic) ; 
this was the case in two instances, one after crisis and one after 
lysis. In one case before lysis (which was on the seventh day) 
the temperature was subnormal on the fourth day, then varied 
from 99° to 102°3° till the seventh day, when it fell with great 
rapidity until the tenth day. The temperature may be inter- 
mittent, but this is very unusual. In a case complicated with 
Potts’ disease the temperature remained hectic till the fiftieth 
day. 

Having considered temperatures, I next proceed to ask, when 
may crisis occur? Of 176 cases I find that crisis occurred in the 
majority of instances between the fourth and the tenth day, but in 
most cases on the sixth and seventh days. It may occur any day 
from the third* to the eighteenth. 

Chart IIT shows the number of cases on each day. I will now 
ask, Is there any difference as regards the days of crisis in basic 
and in apical pneumonia? In twenty cases of basis pneumonia I 
find that the crisis occurred between the fourth and eighth days in 
fourteen cases, between the eighth and eleventh in four cases, and 
on the eleventh and thirteenth days in one case. And in a similar 
number of cases of apical pneumonia crisis occurred between the 
fourth and eighth days in ten cases, and between the eighth and 
eleventh days in ten cases. Thus in a given number of cases the 
crisis in basic pneumonia occurs on or before the eighth day in more 


* It would appear that crisis may take place as early as the second day. The 
notes of the cases from which I deduce this fact are not quite reliable, so the 
cases are not put in the investigation. 
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cases than in a similar given number of cases of apical pneumonia ; 
yet in basic pneumonia the crisis may be longer delayed. 

In the twenty-two cases ending by lysis it lasted from two to 
seven days, being in most cases three and five days. Now I will 
revert to the question, When, that is, how soon after the symp- 
toms of invasion, may we expect to find physical or positive signs 
of croupous pneumonia? To begin with the well-known and 
readily recognisable signs—dulness, increased vocal fremitus, 
tubular breathing, and increase of vocal resonance (only let it be 
observed that in children increase of vocal fremitus and vocal 
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Chart ITI.—Showing days of crisis in 154 cases. 


factors as in the adults)—we find such may be present within 
thirty-six hours after the symptoms of invasion; but in many 
cases they are not present till the fourth day. It is of some inte- 
rest to note that such symptoms as vomiting, cough, and pain are 
regarded as of little importance; indeed to the many they are 
everyday symptoms, and thus the lungs are often not examined till 
late, so that much information on this point is still wanting. It 


3 
, 
4 
| 
resonance, although constantly present, are not such constant — 
a 


named are absent not only till the fourth day, but also till the fifth, 


’ 

a 
is, however, a fact that in some cases the physical signs above 
sixth, or even seventh, being recognised in some cases only a day 
; 


or two before the crisis. I would, however, ask, Are such signs, so 
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plainly evident to the student just commencing the study of 
physical diagnosis, necessary for the purpose of diagnosis P Are they 
not rather corroborative so far as diagnosis is concerned, and should 
they not be regarded as signs for prognosis, to show us how much of 
the lung is diseased, and the stage of the disease, and so help us 
in our estimate of the probabilities of recovery in each individual 
case? If we regard them as such, what then are the physical 
signs of pneumonia? One of the earliest signs is a dull tympan- 
itic note on percussion (this is due to a relaxation of the lung 
tissue) which is often present before any marked variation in the 
breath-sounds is discernible. Then we may have deficient reson- 
ance with weak breath-sounds, or a deficient resonance with harsh 
or distant tubular breathing, and we may have, when the disease 
is fully advanced, dulness, &c., with weak breath-sounds, and, 
under exceptional circumstances, the breath-sounds may be 
vesicular, or they may be so indistinct as to be described by some 
as absent. , 

But in this paper I must forego further remarks on a subject 
which interests me greatly, and I will ask, what part of the lung, 
and which lung, is most frequently the site of croupous pneumonia ?P 
In 146 cases I find that the left base was the site of the pneumonia 
in forty-six cases, and the right apex in thirty-five, the right base 
in twenty-three, and the left apex in ten. Both bases were affected 
in six cases ; both apices in one case. The right lung in six cases, 
and the left also in six. The right middle lobe in four cases, the 
left axillary region in one case. The right base and left apex in 
one case. The right apex and left base in five cases. The left 
lung and right middle lobe in one case, and the right lung and 
left base in one case. From these facts it will be seen that the 
bases are more often affected than the apices—the bases being 
affected in sixty-nine instances, and the apices in forty-five. It is, 
moreover, noticeable that the left base is the most frequently 
attacked, and the right apex next, and that the right lung is 
shghtly more frequently attacked than the left. 

Having then considered the physical signs and regions of lung 
affected, I will ask your attention to the duration of the existence or 
presence of physical signs after the crisis. We have seen that the 
temperature falls after the crisis, and we may therefore ask, What 
effect has the crisis on the physical signs? In reading over the 
notes of 157 cases, one may say that crisis has no marked effect 
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upon the physical signs; they still exist as they did before, and 
further observation of these cases shows us that physical or ab- 
normal physical signs, one or more of which are met with in 
pneumonia, may exist for a long time after the crisis, and that the 
earliest day—and then in only one case—that such ceased to exist 
was the seventh. Thus in 157 cases physical signs were recog- 
nised in 


110 cases from the 7th to the 20th day after crisis. 
35 = 20th ,, . 30th a 
10 in 30th ,, 40th ii 
2 cases tillthe 44th and 48th days respectively. 


Hence, if we notice abnormal physical signs persisting after the 
crisis for some days, we need not feel unnecessarily anxious, or try 
to divine some special cause. Expansion of the ale nasi in re- 
spiration being the first objective sign, I will at once notice the 
modifications of respiration In croupous pneumonia. In twenty-two 
instances when this information was recorded, the respiration was 
found to be much increased in frequency, the highest number per 
minute before the crisis being 68, the lowest 32. At the crisis 
the rate of respiration falls like the temperature, in one instance 
being 64 at the crisis, but on the day following 26. 

In quality the respirations are short, and at the crisis there may 
be great distress with breathing, either alone or in association with 
cyanosis, neither of which, however, necessarily indicates fatal 
termination, while croupous pneumonia may run its course un- 
attended by other respiratory signs or symptoms than those already 
spoken of; it does not always do so—we may have expectoration. 
This was present among the cases under consideration eight times, 
the respective ages being one at six, seven, and nine, two at eleven, 
and one at ten, twelve, and thirteen, being rusty in seven cases, 
and mucotd, tinged with blood, in one case. 

Cough, which occurred 117 times as a symptom of invasion, was 
recorded in only one instance during the attack, and then as 
“‘ violent at the crisis.” 

Pleuwrisy existed in sixteen cases; the earliest date given as to its 
being observed was the fourth day; in some cases it was not noted 
till the eighth. Effusion occurred in one instance, and it was 
purulent in three, pus being removed from the chest on the tenth, 
thirteenth, and forty-eighth days respectively. In thirty cases of 
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empyema, the histories of which I have examined, I find only two 
cases recorded in which it was referred to as following croupous 
pneumonia. 

Bronchitis and catarrhal pneumonia also occurred as com- 
plications. Gangrene of the lung was observed in one case out of 
220. The patient, a boy aged twelve, died on the sixth day; there 
had been high temperature (104°), slight expectoration, and signs 
only of pneumonia. 

Hpistaxis occurred during the course of the pneumonia in one 
case. 

As in its invasion so during its course other symptoms may be 
disturbed—one might say all the symptoms. Hence in the circu- 
latory system we find the pulse increased in frequency, varying 
from 80 to 160; like the respirations, it increases in fre- 
quency as crisis approaches, and then lessens—in one instance 
being on the day of crisis 148, the day following 76. The pulse 
may also be irregular. Apart from changes in the pulse there 
may be signs indicating changes within the pericardium or the 
heart ; hence friction at the base was observed in one instance in 
220 cases. The patient was suffering from aortic and mitral 
disease, due to a former rheumatic attack, when friction (peri- 
» cardial) was heard on the second day after the patient had been 
under observation. 

Endocardial murmurs may also arise during the pneumonic 
attack, such being noted in three cases of the 220: in one a 
murmur at the base with reduplication of the second sound was 
heard on the fifteenth day, in another at the base on the nineteenth 
day, andin athird at the apex onthe sixteenth. The two murmurs 
at the base cleared up, but the one at the apex was present on the 
day of discharge. In four cases endocardial murmurs were heard 
at the apex on the day of admission ; in one instance a note is made 
to the effect that the murmur disappeared on the thirteenth day. 

Alimentary System.—Vomiting, it will be remembered, as the 
most frequent symptom of invasion, occurs also during the course 
of the disease, but with much less frequency, being noted on only 
eight occasions in the whole 220 cases. It may continue from 
invasion to crisis, or it may be pre-crisial only, or pre-crisial and 
_ crisial, or crisial only, when it may be very violent. It may be 
absent at the onset of the attack or occur only subsequently. 

Diarrhea occurs almost as frequently during the course of the 
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disease as at its commencement. At the onset it was recorded in 
seven instances; during the course I find it recorded as having 
occurred six times. Like vomiting it may be pre-crisial only, 
or pre-crisial and crisial, or crisial only, or it may be post-crisial, 
and it may be associated at the crisis with vomiting. 

Tonsillitis occurred after the crisis in two cases, on the eleventh 
and nineteenth days respectively. 

Aphthe were noted in one case, and this case recovered. 

Urinary System.—I here refer only to the presence of albumen, 
which was recorded as being present in fourteen cases. Before, 
however, speaking of albumen, it should be mentioned that in one 
case there was nephritis with anasarca on admission ; this condition 
lasted till the day following the crisis, when it is reported as “all 
disappeared.” Albumen was present on admission in seven 
instances ; it is noted as disappearing in three cases; in one, how- 
ever, it was present till the twenty-third day. Albumen was 
found in the urine after admission—not being present on admission 
—in seven cases; in six it was noted between the third and fifth 
days, but in one not till after the crisis. 

Integumentary System (ander this heading I include conditions 
of the skin) —Herpes was noted in thirty-seven cases out of 220, 
This developed mostly on the lips and at the angle of the mouth, 
but other seats of attack were as follows: tip of nose and upper 
lip, alee nasi and cheek, left cheek and angle of the mouth, left 
cheek only, left arm, wrist, and angle of the mouth. The rash of 
measles was noted in one case on the day of crisis—the seventh. 
A diffuse erythematous rash, thought at first to be scarlet fever, 
was noted in one case, and erythema nodosum on the eleventh day 
in another case. The skin was cold and clammy at the crisis in 
several cases, and sweating took place at the crisis in six cases. 
Sweating also occurred during the attack before the crisis in a few 
cases, and after the crisis in one. Cidema was noted in two cases. 

Nervous System.—I wiil here first refer to delirium. As a 
symptom of invasion we noted it in eleven cases, but as a 
symptom during the course of the disease it is of much more fre- 
quent occurrence; hence I find it mentioned in no fewer than 
thirty-four cases. Like other symptoms already referred to, it 
may be pre-crisial and crisial, but it was in no instance recorded 
as being post-crisial. In twenty-cases it was pre-crisial, and in 
one case, when it occurred on the second day after admission, the 
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patient was very violent. It was both pre-crisial and crisial, in | 
one case commencing two days before the crisis. In one case it 
was a symptom of invasion, and continued till the day of crisis. 
In two instances in which it was not present at invasion it set in 
shortly after, and continued till crisis. In four cases it set in with 
lysis, and lasted for two days. 

I must ask your attention to a very interesting inquiry—that is, 
as to the part of the lung attacked when the disease is accom- 
panied by delirium, and I shall only refer to the relative number 
of cases in which the disease was apical or basic. I find that of 
twenty-eight cases where these facts are recorded, in sixteen the 
apices were affected, the right apex being so in fifteen of the six- 
teen cases, and that the bases were affected in twelve instances—in 
seven the left base, and in five the right; and I may here mention 
that in the ten cases where delirium was mentioned as being present 
at the onset, the apices were affected in four, and the bases in six 
cases. Only one of the cases in which delirium was present died. 

Of other nervous phenomena in the 220 cases, I find retention 
of urine for twenty-four hours just before the crisis, involuntary 
passage of the feces till the ninth day, which was the day of 
crisis, and spasm of the posterior cervical muscles occurring on 
the day of crisis.* 

I must mention that the pneumonic attack may be of a relaps- 
ing or intermittent type;+ one such case was recorded amongst 
the 220. 

Having now gone over the onset, diagnosis, and course of this 
extremely interesting disease, the next step would naturally be to 
investigate those symptoms indicating recovery or the reverse; but 
time does not admit of my bringing before you what may be 
termed the elements of prognosis. The fact, however, may be 
mentioned that of 242 cases only nine died, thus showing that 
croupous pneumonia in children is not a disease which is frequently 
fatal, and of the thirty-two cases when delirium was present, only 
one died. 


* Hemiplegia may occur during the pneumonic attack, but no such case was. 
observed in the 220 (vide “Hemiplegia in Typhoid,” ‘Trans. Clin. Soe.,” 
vol. xxvi). 

+ I have not myself met with this type in children, but have seen one case in 
an adult. A case is graphically described by Sir Andrew Clark in the ‘ Trans- 
actions of the Medical Society,’ 1884. 
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Permit me to emphasise the absolute necessity of not only kuow- 
ing how to diagnose, but also of knowing all the various forms and 
types of disease—in fact its natural history. Without this know- 
ledge, which of necessity presupposes the capacity for diagnosis, 
how can we make a prognosis? And unless we can forecast how 
can we treat disease rationally, for how are we to know that that 
which we treat requires treatment ? I would much like to have 
deduced facts from the treatment of the 220 cases, especially in 
reference to the use of poultices or ice. I have heard it said, 
“* Children bear the application of ice well, therefore we will try 
it”; but surely that fact alone should not be used to determine in 
its favour. Rather should we note the condition of the heart and 
the site of the pneumonia; for all agree—although it is not so 
usual in children as in adults—that death frequently occurs from 
cardiac failure; and this fact, it seems to me, should aid us in 
determining when ice or poultices should be used. Both are 
cardiac stimuli, but they act in different ways. One—poultices 
(or heat)—physiology teaches us increases the heart’s frequency, 
while the other—ice—slows it; and I believe an undue slowing of 
the heart before the crisis does harm in pneumonia, and increases 
the risk to life. My own view, so far as it is formed, is that ice 
in a left-sided pneumonia, unless used with great caution, may so 
slow the heart as to become a cause of death (so far as my own 
judgment serves me I have seen this occur). There are other 
questions, also, notably the question of stimulants, to determine 
in what cases, or under what conditions, they are absolutely essen- 
tial for the recovery of the patient, and also when the undue 
administering of them helps to produce a fatal result; when and 
how the temperature should be interfered with by treatment, and 
also when a case, and what class of cases, would be better for 
being left alone without any treatment beyond some local applica- 
tion, a warm bed, and suitable diet, but none of these points can 
be touched upon on the present occasion. They can, however, only 
be decided by our first knowing all about the disease, its normal and 
its abnormal types, and the effect of differing constitutions upon 
its course. Thus if I have—as I fear may be the case—gone too 
much into detail, my excuse is the necessity of ascertaining facts 
for the guidance of the judgment. To do this demands detail, 
and towards it all our studies should tend. 
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Dr. DE Havittanp Hatt wished to know whether Dr. Hawkins was | 
prepared with any statistics as to the frequency of catarrhal pneumonia in 
children as compared with croupous. He quoted an American writer, to 
the effect that in children under five years of age pneumonia was almost 
always catarrhal ; between five and fifteen the incidence was about equal, 
and above fifteen croupous pneumonia was the rule. 

Dr. ALEXANDER Morison remarked that he had observed as a clinical 
fact, with indisputable distinctness, the sudden origin of croupous pneu- 
monia by metastasis of coryza in a child under four years of age. He be- 
lieved that it was possible that other cases might originate similarly, and 
that, medical assistance being sought when the graver malady originated, 
no trace of the preliminary affection might be found. He agreed with 
the authority mentioned by Dr. de Havilland Hall, that croupous pneu- 
monia under five years of age was a comparatively rare affection, that is, 
very considerably rarer than catarrhal pneumonia. Crisis in children he 
had observed to be better marked than in adults, and usually to occur 
about the fifth day. He did not place much confidence in a mere statisti- 
cal estimation of clinical facts, unless some well-established physical 
factors underlay the conclusion. He made this remark in reference to 
Dr. Hawkins’s statement that there was a considerable preponderance of 
right-sided pneumonia. While in a case of acute or primary affection, he 
did not think that the site of inflammation was important ; he believed 
that there were a priorz reasons for believing that a pneumonia arising in 
the course of a debilitating disease such as typhoid fever would select the 
right rather than the left lung base. Referring to Dr. Hawkins’s remarks 
upon the use of ice in pneumonia, he believed that the heart could be 
regulated as well by the application of ice to the forehead as by its appli- 
cation to the chest or precordia, and that its use, which he did not 
question, was safer when so employed. While he was not averse to the 
guarded use of alcohol, he believed its danger lay in blunting the motor 
reflexes, especially the cardiac reflex, both directly by ordinary excessive 
action, and indirectly by its anzesthetic action on the cardiac centre. Speak- 
ing of the employment of digitalis in pneumonia, he regarded its use with 
great suspicion in the pneumonia of adults, but believed it was at times 
of use as a cardiac stimulant in children, and less dangerous in them 
because of their more elastic vascular system. He had been converted to 
this opinion by Dr. Cheadle. 

Dr. P. Murray Brarpwoop remarked that croupous pneumonia 
was to be distinguished from catarrhal pneumonia rather by its post- 
mortem appearances than by clinical symptoms. In his experience, in 
many instances, especially in children, whose chest walls are thinly covered 
while their pulmonary apparatus is proportionately very expansive, it 
was impossible at the onset of the disease to diagnose croupous pneu- 
monia. Hence it is that the onset of this disease is said to be gradual. 
In fact this pathological condition is very commonly not recognised till 
resolution has fairly set in. He agreed with Dr. Hawkins that rigors 
were very seldom initiatory symptoms of this disease. Pain was often 
present, but was no aid to diagnosis. The nervous system he regarded as 
always seriously deranged by croupous pneumonia. Cough was necessarily 
always present. He agreed with Dr. Hawkins that the clinical thermo- 
meter does not aid us much in diagnosis. As regards treatment, his ex- 
perience lead him to recommend strongly counter-irritation by the constant 
use of hot poultices to the back of the chest (ice was dangerous, especially 
to children) and a hot bath daily to encourage diaphoresis. The employ- 
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ment of alcohol, he considered, should be as a sedative rather than as a 
stimulant. 

Dr. Pasteur alluded to the great difficulty there was in distinguishing 
clinically between some cases of broncho-pneumonia and cases of croupous 
pneumonia, and hoped the author of the paper would mention the criteria. 
on which he had mainly relied in drawing a distinction between them. 

Dr. WALTER Carr said that there were as marked differences in type in 
the croupous pneumonia of children as in that of adults, and, therefore, 
mere averages deduced from a large number of cases were comparatively 
valueless, the extremes being too great. In previously healthy children, 
however, the disease generally ran a very detinite course, with a sudden 
onset, a continuously high temperature, with little or no remission, and in 
a few days, usually less than a week, a very sudden crisis, very often in 
the night. Recovery, as a rule, was rapid and complete, perhaps the most 
frequent sequela being empyema. A hectic temperature or a gradual fall 
to normal was strongly suggestive of catarrhal, rather than of croupous, 
pneumonia. No special treatment seemed necessary, a fatal issue being 
rare, except in children who were also suffering from one of the acute, 
specific fevers or from marasmus. Although not common in children 
under five, the disease might occur, and run a typical course even in infants. 
of less than a year old. 

Dr. Hawkins, in reply, could not agree with those who regarded 
croupous pneumonia as rare in children—its rarity consisted in its not 
being diagnosed, and thus being confounded with a “feverish attack,” o1 
some other disease, as ‘‘ meningitis.” 





April 10th, 1893. 


AN ADDRESS ON NEUROLOGY AND THERAPEUTICS. 
By W. R. Gowers, M.D. Lond., F.R.S. 


Mr. Presippnt AND GENTLEMEN,—I count it no small honour to 
occupy the position in which I am placed to-night, not only as the 
first recipient of a distinction which must ever be one most highly 
esteemed by the profession, but as having the duty placed upon me 
of inaugurating the new arrangement for the Fothergillian Prize. 
The duty, indeed, is one which I feel carries peculiar responsi- 
bilities, because it involves a precedent of no small importance and 
lays upon me the task of setting an example of no light responsi- 
bility. I wish that I could feel satisfied that the duty would be 
fulfilled and the example set in a manner worthy of the occasion, 
but I must rest content with the endeavour to do my best and 
with the conscionsness that I may safely reckon on your in- 
dulgence. 
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These are, however, not the only difficulties which present them- 
selves to my mind as encircling the duty, pleasurable though it 
be, which lies before me. The founder of this Society, in whose 
honour the prize was established, lived and worked in the days 
when every physician was, before all else, a practitioner of his art, 
and when the birth-throes of abstract medical science had scarcely 
begun. The practical aspect of the work of the physician never 
can vanish (except in the case of those pure scientists to whom 
the name ceases to be applicable), nor can it cease to be of pre- 
eminent importance, but it has changed in relative predominance, 
especially as regards the different periods of the physician’s work- 
ing life. Here, as everywhere, “the old order changeth, yielding 
place to new.” The physician was formerly a practitioner from 
the very first—from the earliest days of his career—but now this 
is true only of some. The change has been inevitable. Science is 
an exacting mistress; medical science is not the least exacting, 
and with advancing years she has renewed her youth and multi- 
pled her demands on the devotion of her servants. If many 
physicians did not devote their early years to scientific work, 
our knowledge could not have reached the point it has attained ; 
the prospect of future advance could not be so bright as it is, 
whatever the actual degree of that brightness may be, did they not 
still do so. 

The different character of the work of physicians in the early 
and middle period of their active efforts to further the progress of 
medical science is reflected in the character of the various societies 
which exist and of which they are members. The founder of the 
Medical Society of London, whose memory this prize will always 
preserve, possessed, in a conspicuous degree and throughout his 
career, the practical characteristics which dominated the work of 
the physicians of his day. The Society has always kept before it 
this aspect of medicine, and has thus been of peculiar service to 
all practitioners, a service on which it may still justly pride 
itself. Hence it seems to me to be incumbent on those who 
venture to address it, and especially on those who may occupy the 
post I have the great honour of occupying to-night, to keep in 
view this aspect of its work, confirmed by the practice of so 
many generations and possessing, as it certainly does possess, a 
high degree of peculiar utility. But with it there is associated a 
duty which is not, I think, always recognised or always fulfilled, 
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and which is yet of extreme importance. In the present day the 
abstract cannot be ignored. It asserts itself at every turn in 
scientific work. And with it another fact, of paramount import- 
ance, is asserted in tones too clear not to be heard and too distinct 
to be mistaken—the fact that there 1s no abstract work which does 
not at some time or in some way find a practical application. 
True in each department of science, it is conspicuously and almost 
invariably true in medicine. This application 1s, moreover, more 
frequently immediate, less frequently deferred, than in the case of 
most sciences. In this fact there is involved this duty, which 
I would ask you to permit me to emphasise. The practical appli- 
cation of the abstract investigations of medical science can be 
indicated by none so well as by those whose researches have sup- 
plied the abstract results themselves, and who can, if they be 
inclined to do so, at least indicate the practical applications of 
their investigations in a way and with an efficiency that is possible 
to no one who comes after them and takes up the thread of their 
labours in order to weave it into the texture of the practitioner’s 
daily labour. But this requires a diversion of effort from the more 
attractive and perhaps entrancing continuation of the abstract 
work which is in hand. It is of the utmost importance that there 
should be no needless delay in the adoption, in practice, of every 
result that science obtains, and my reason for thus dwelling on 
what may seem somewhat irrelevant is to urge on the abstract 
worker the extreme importance of endeavouring, at each stage in 
his labours, to perceive what applications his results may have, 
and to point them out for the benefit of those who devote them- 
selves to the practical application of the abstract and who might 
not, and probably would not, perceive them without the aid thus 
rendered. There are, indeed, instances in which the abstract and 
the practical are united in one person. Instances will occur to you 
without my aid, and a conspicuous example is before you in the 
person of your President. 

I must ask you to allow me to preface my special remarks re- 
garding the treatment of disease of the nervous system with some 
observations of a more general character on the pathology of those 
maladies, or rather on the change which has come with increased 
knowledge on our conceptions of their nature. In doing this we 
cannot separate physiology and pathology. The two subjects will 
not be divorced, and this is true now to a degree and extent to 
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which it was never true before. The more we learn of each, the 
more intimate, the more essential, the more radical, we perceive to 
be their union and their unity. Disease is health gone astray ; 
pathology is but perverted physiology, and we can only obtain an 
adequate idea of morbid processes by acquiring first a knowledge 
of those of health. This fact is familiar enough, but it will bear 
repetition in connection with the minute and ultimate elements of ~ 
these processes. We shall see this in a moment. Of necessity 
our view must be restricted to those points which are related to 
the topic that is before us. We cannot range at large over the 
whole wide subject, attractive though much of it may be and is; 
but the special conditions which underlie the diseases we have to. 
treat must underlie our therapeutics, and we must consider the 
changes that have come over our conception of the normal pro- 
cesses, and which have entailed corresponding changes in our 
conceptions of the related processes of disease, before we can, 
with any prospect of success, attempt to ask ourselves even 
elementary questions regarding their treatment. 

Without doubt the present generation has witnessed a vast 
change in our conceptions of the structure of the nervous system,. 
of its functions, and of the disorder of both. From these has 
proceeded a necessary change in our practical thoughts,—in the 
measures we adopt in endeavouring to alter that which is wrong 
and in our efforts to substitute order for the disorder that we can 
observe. But a firmer and more rational foundation has also 
been obtained for measures that are by no means new. If we try 
to perceive the nature of the change in our conceptions and 
try to epitomise it in a brief expression, I think we should say 
that its essential nature has been the substitution—forgive me if I 
seem to use an expression of perplexing ambiguity and obscure 
brevity ; it will clear itself in a moment—of the analytical for the 
synthetical method of thought, of analysis for synthesis, in our 
ideas alike of health and disease. Hxpanded into somewhat simpler 
terms, it may be said that the change has involved a perception of 
the many where before we saw the much. The function which 
appeared to us to be single and simple we now perceive to have 
had only a spurious simplicity and to consist of a complex union 
of distinct elements, working together or working apart, but not 
to be confounded, except with the certain result of being mis- 
understood. Here, as elsewhere, we must, as a great thinker once 
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said, distinguish where we cannot divide; and, I may add, we 
must divide where we cannot separate. 

You may now observe that I have been only saying that which 
is familiar, but saying it in recondite phrase—a process that is apt 
to be annoying, but yet is not without its advantage. It tends to 
give the familiar a fresher aspect and to fix its features on the 
mind in a more effective manner. Grasp the change of conception 
which has taken place, in the aspect in which I have described it; 
realise that it has generally consisted in a substitution of the par- 
ticular for the general. The gain has been immense, because the 
elements were seldom all united, and their partial effects produced 
too often insoluble difficulties when the constituents had not been 
discerned, and when we could onlyjsee an imperfect whole instead 
of perfect parts. Consider the functions of the cortex of the brain 
as an illustration of this truth. You can do so withoutmy aid. I 
need not dwell upon its features ; I need not point out the details 
of the illustration it affords, because these are well known to every 
one of you, and | have already perhaps spent too much time 
over that which it is superfluous to discuss. I shall have, 
moreover, to consider another illustration, on account of its special 
significance. The point to which I would bring your thoughts— 
that for the sake of which I have dwelt on the nature of the change 
which has taken place in our ideas—is the probability, or rather 
the certainty, that this process of analysis is far from finished. 
Absolutely complete we must not expect it ever to become, but we 
cannot even conjecture at present how far off may be the point 
which we may reasonably regard as that of relative completion ; 
we cannot yet guess how far we may be from the point at which 
we shall reach the ultimate of our practicable analysis, the point 
beyond which we cannot go with the confidence that science 
demands and a scientific habit of thought must have. 

But I must ask you to retrace our steps, in order to gain a 
clear conception of the nature of the processes in the nervous 
system in their relation to treatment. Looking back, we see that 
the first step in the analysis of the structure of the lower parts of 
the nerve centres was that the white columns of the cord were 
resolved into their functional constituent tracts—resolved by the 
distinctions effected by processes of disease and subsequently by 
those of development. But meanwhile another process of analysis 
was taking place. This process was one of extreme importance 
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and extreme interest. It rested partly upon direct observation 
and partly upon inductions of a theoretical nature founded on these 
observations ; and strange to say, even the observations have been 
to a large extent lost sight of. They were the researches of the 
elder Remak, of Max Schultze, corroborated by the scarcely less 
important investigations of our own Beale. Before then, and indeed 
since then, the axis cylinder of a nerve fibre had been thought 
of as a unit, as a solid conducting substance comparable to a con- 
ducting wire through which a current of electricity passes, and a 
bundle of nerves has been thought of as analogous to a sub- 
marine electrical cable. But the number of separate ‘units capable 
of isolated conduction contained in such a structure is wholly in- 
commensurate with the needs, motor or sensory, of the parts to 
which the nerve goes. So incommensurate, indeed, are the nerve 
fibres for their various and different functions that it has led 
one of the latest writers on the subject to deny the possibility 
of demonstrated facts because the nerves fail to furnish a sufficient 
number of separate elements to subserve the separate and distinct 
functions that can be traced. The marvellous discrimination of 
sensation in the skin, the way in which touch, heat, cold, and pain 
are distinguished in the most minute areas of the integument is 
one of the most remarkable and most mysterious phenomena of 
the nervous system; and it must be confessed that we are un- 
able to discern adequate mechanisms for this function if we regard 
the axis cylinders as separate structures capable only of separate 
function. But thirty years ago the researches of the investigators 
to whom I have referred established a fact which has been, lke 
so many other facts, lately rediscovered. They observed that the 
axis cylinders of nerve fibres are not solid concrete objects ; they 
observed that these axis cylinders consist really of a number of 
separate fibrille not only separate but having a distinct course 
through the nerve cells, and probably isolated to such an extent as 
to be capable of separate conduction, so that each constitutes a 
path having a distinct termination, distinct in the periphery and 
d‘stinct in the centre, and that every nerve fibre may not improb- 
ably represent a structure as complex, as complicated, as the whole 
nerve, but of equal capacity for elaborate and even multiple func- 
tion. The division of the axis cylinders at the periphery and in 
the centre doubtless consists in the separation of the fibrille. 
However great may be the difficulty in discovering the needed 
VOL. XVI. 20 


306 ADDRESS ON NEUROLOGY AND THERAPEUTICS. 


room for the function which undoubtedly exists in nerve elements 
as generally conceived, this difficulty disappears before the concep- 
tion which I have described. It is marvellous in its multiplicity, 
but it is not more marvellous than the multiplicity of function, and 
we must not hesitate to grasp a correspondence of structural 
arrangement with functional needs. Yet this idea leaves us 
only on the threshold of the analysis which we must boldly face 
if we are to perceive our therapeutic needs and the manner in 
which these must be met. The conception of the fibrillar struc- 
ture of the axis cylinder is a matter of direct observation, and 
capable of actual depiction. Beyond it the eye of reason must 
guide us, for actual observation leaves us far from the region in 
which the chemical processes take place with which we are con- 
cerned, and in these alone can we look for the processes which 
subserve function, for the beginnings of disease and for the begin- 
nings of such restoration to health as we can achieve by means of 
treatment. In what manner the fibrille are made up of these 
molecules we cannot even conjecture, any more than we can con- 
jecture the manner in which the molecules are made up of the 
atoms of which they undoubtedly consist. But here we have an 
organic laboratory in which nerve energy is being for ever evolved, 
in ordered or disordered form ; here we have a laboratory in which 
the atomic processes are at work unceasingly, with the results 
which we feel and see, although we cannot trace and cannot even 
guess the path by which they are attained. As I have said, it is 
in these molecules that we must look for the chemical processes by 
which the nerve energy is produced that manifests itself in what 
we term functional activity. The great fact for us is that the 
process, under the influence of life, is one of chemical nature. 
It brings the action of the nerve elements into the range of chemi- 
cal phenomena, alike in health and in disease; and it brings the 
old chemical therapeutics to our view, in a fresh aspect. We 
must not undervalue the non-chemical methods of treatment. - 
Without doubt by their aid much is achieved, and much more will 
be achieved as the conditions of their use come to be better known 
and the indications for them better understood. But the problem 
to which I wish especially to direct your attention to-night is the 
value of chemical therapeutics and the rational foundation which 
can be discerned for it in the facts I have mentioned, 

The first therapeutical principle to which I am anxious to direct 
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your attention, is the importance of a deliberate and careful 
application, to each practical problem, of every detail of the 
pathological facts that have been ascertained. Whenever you 
have to treat, or to endeavour to treat, a morbid process in 
the nervous system, before you consider what means you should 
adopt, you should strive to frame a mental picture of the process 
itself—an image of the changes that are taking place, molecular 
or massive; of the relations of the symptoms to the process which 
they manifest; and of the manner and degree in which these 
symptoms depend on either the primary process of the disease or 
on its secondary effects. Only when you have done this should 
you consider the practical problem of the best method of dealing 
with the changes which give rise to the symptoms. This may not 
seem a rapid process, and the need for it may not seem a sanguine 
doctrine; but few processes which relate to the therapeutics of 
diseases of the nervous system and can be regarded as approxi- 
mately trustworthy, are safely rapid in execution. Still, the 
method is not altogether unhopeful, and each day’s researches 
increase distinctly the prospect that success will attend its right 
application in a larger number of cases and that deliberate thought 
will prove more and more effective. 

Kindly remember the words I used, “ When the primary process 
of disease is molecular or massive.” I had a special reason for 
thus using the term “primary.” Whatever be the original morbid 
process, the symptoms themselves invariably depend on the minute 
changes, and it 1s most important to grasp the fact that these 
changes are often independent in their nature, and distinct from 
that of the primary disease. If the primary morbid process is a 
massive one, aS a tumour of the brain, the symptoms which mani- 
fest its presence and declare its character are of minute nature, 
consisting in molecular alterations in the nerve elements similar to 
those which constitute the primary change in many diseases which 
have no massive cause. They are similar, for instance, even to the 
alterations in the diseases which we term “ degenerative,” which 
commence in the molecules themselves. The effects of a syphilitic 
lesion, such as disease of an artery causing softening, may differ 
very little from those of a degenerative disease, such as consists 
in the multiple alterations in the peripheral nerves in the limbs, or 
in the spinal cord, which are apt to supervene at a somewhat 
later stage and may constitute the malady we term “ tabes.’ 
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How profoundly important this fact is in its therapeutical relations, 
how it explains the limitations to our power of treating each 
disease, I need hardly pause to point out to you. 

The first great fact is that the source of nerve force is chemical 
energy, or rather it is the mysterious “ tension,’ by which this 
chemical force is held latent and only released under certain con- 
ditions; but here we step into the region of that which is stili too 
mysterious to be profitably discussed. Moreover, we cannot tell, 
we cannot even conjecture, what processes may be conjoined with 
that of the apparently simple transformation of the chemical energy 
into nerve force, by what these may be influenced, and to what they 
may be ultimately due. We must, therefore, leave a gap in the 
process of our thought and must not assume that the series of events 
which we perceive to be consecutive is really unbroken by others 
that we cannot discern, at least in any certain manner. But of the 
great fact of the source of nerve energy we may feel sure. It is 
established by too many corroborative chains of evidence to permit 
us to entertain any doubt of its validity, and it is of extreme im- 
portance for our present subject. If chemical force takes so im- 
portant, not to say predominant, a part in the functions of the 
nervous system, it is not suprising to find that chemical substances, 
and the energy they bear, assume an equally prominent part in the 
production of the abnormal forms of action which we term 
“disease.” The extent to which chemical agents generate disease 
was indeed scarcely suspected until the last few years, but during 
that time it has been amply demonstrated and amply confirmed. — 
The example of it which is the best known and is at the same 
time perhaps the most typical in its cause and its characters is the 
multiple inflammation of the peripheral nerves which is produced 
by alcohol. Although this was thought at first to be peri-neuri- 
tic, to have its seat in the interstitial tissue and in the tissue of 
the nerve sheath, it is now abundantly proved by repeated observa- 
tions that the nerve elements themselves are the structures which 
are primarily affected and that it must be upon these that the 
chemical agent is able to exert its influence. Analogous tacts 
have been established with respect to arsenic and many other 
substances. We now see that chemical substances must be placed 
amongst the most important morbid agents capable of producing 
disease, and they produce disease, in point of fact, every day. | 
The inflammations and degenerations, at any rate those which are 
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symmetrical and are produced through the agency of a blood 
state, are produced through chemical agency and through this 
alone. Note that unexpected results followed from this discovery. 
The perception of the nature of the acute specific diseases and of 
their dependence upon an “organised virus” entailed a corre- 
sponding application to the sequele of these diseases in the central 
nervous system. It was natural to refer these sequeie to the in- 
fluence of an agent of the same nature as that which caused the 
primary malady; but our eyes were to some extent blinded by an 
excess of light. When we perceived how potent was the capacity 
for producing disease possessed by the organisms which con- 
stituted the “ virus,” it was natural to ascribe to these not only the 
malady itself, but its sequel, and to lose sight of the relations of 
the consequences and indirect effects. It did not occur to us that 
it might not be correct to discard the older views so completely as 
we were disposed to do under the influence of the new theory. 
Men of science are strangely slow to learn the lesson which the 
swinging pendulum presents to them each day—the lesson of 
truth between extremes. They forget how seldom it is that old 
trnths disappear before the new, although the scope of their ap- 
plication may be greatly reduced. In the case we are now dealing 
with, this has been true in a conspicuous degree, since chemical 
substances, due to the organisms, seem the chief cause of these 
sequele. 

In considering the relation between the apparent cause and 
the apparent consequence, the first fact that forces itself on the 
observer’s mind is the extreme irregularity of that relation, the 
great variation that is to be perceived in the time at which the 
effects on the nervous system result from the cause of the acute 
specific disease. On the general system the effects are produced 
within a certain limited time in the case both of acute and of sub- 
acute maladies, but on the nervous system the consequences are 
often long delayed—they may be delayed for weeks or months, or 
even for a year or more. It is difficult to give an explanation of 
this strange phenomenon except on the theory that it is the result 
of the action of a chemical agent and not of a living poison con- 
sisting of living organisms. Sucha chemical agent may act on the 
nerve elements directly or indirectly, lowering their function or 
reducing their power of vital endurance, and in either case bringing 
about the same result at a near or distant period of time; but we 
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cannot refer such variations to the growth of the organisms them- 
selves. A similar diversity, of similar significance, is presented 
by the great disparity in the intensity of the symptoms of the 
primary disease and of its late consequence. We can only under- 
stand this on the hypothesis that the connection is indirect and is 
of such a nature as that which I have indicated. 

I might multiply analogous facts, but it is of more importance 
to ask, what do they teach, what lesson do they suggest to us ? 
Note the salient features that we have remarked. Nerve force is 
in some way a product of chemical force, a result of the transforma- 
tion of the chemical energy contained in the molecules that make 
up the nerve elements, and are themselves made up of the atoms 
whose existence we are compelled to assume. These atoms are 
derived from the material taken into the system, which by the 
chemical energy is conveyed to the molecules. The nature of the 
material taken in, thus determines the character of the energy which 
is liberated when the chemical processes occur between them and 
permit the transformation of the chemical force into nerve force. 
Thus the character of the latter depends on the processes of nutri- — 
tion which are determined by the nature of the material taken into 
the system, and by its affinity for that which it already finds there. 
Some of the material may be inert—the atoms are incapable of 
effecting any change in the constitution of the molecules or in 
their function ; some is suited to promote normal nutrition and to 
facilitate the lberation of energy in a normal manner; some de- 
grades the processes of nutrition and leads to the abnormal action 
or imperfect action which we term “ morbid,” and this may even 
induce, slowly or rapidly, the molecular decay that we term “ de- 
generation”; lastly, if such abnormal nutrition already exists, we 
can perceive the possibility that it may be changed, that it may 
be augmented or lessened, by the influence of atoms thus intro- 
duced into the molecules, and that their function may be altered 
by the chemical processes which are thus induced. We seem to 
have, in these considerations, a rational basis for the use of 
drugs in the treatment of many diseases of the nervous system. 
The work of innumerable generations of practitioners, in their 
endeavour to treat these diseases, has consisted mainly or exclu- 
sively in the application to them of the influence that is to be ob- 
tained from such chemical compounds. It was from these that 
they sought to gain the power they needed, and their efforts were 
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believed by them not seldom to be crowned with success which, if 
not complete, at least was not to be disparaged. This method held 
its dominant position until the present generation, which has wit- 
nessed the advent of other methods, to some extent the rivals of 
the older one, to some extent its successors. The degree in which 
they can be regarded as its successful competitors is, however, a 
matter of opinion, but it is certain that they have led their advo- 
cates to disparage the method of treatment by the use of drugs to 
an extent which is at any rate large, and possibly unjustifiable. 
Under these circumstances it has seemed to me important to note 
the firm foundation which modern observation as well as ancient 
experience supply to the method in question. We have already, 
sufficiently for our purpose, glanced at the most important points 
connected with this evidence; but I have still to point ont how 
pertinently the latest results of therapeutic science afford con- 
firmation to the opinion and practice which have influenced so 
many of those whose wisdom we are perhaps rather too ready to 
doubt in the new hght we have gained. 

What is the latest result of therapeutic science? What is the 
latest product of therapeutic investigation? Can anything be 
adduced which deserves a place by the side of the tuberculin of 
Koch? It does not matter how such substances were discovered 
or are obtained. However important these conditions may be, 
they do not affect the fundamental fact underlying their manifest- 
ations, and on account of which I have thus dwelt upon them. 
The important fact for us is that they are chemical in nature and 
must produce their effects by the chemical processes into which 
they can enter and by the chemical force which they can evolve 
under certain peculiar conditions. The latest result of therapeutic 
science is thus at one with her earliest efforts: an action through 
a chemical agent by the mechanism of chemical energy. 

‘The last point to which I would allude is one of a more personal 
nature, based upon personal experience. My own observations 
have given me, as regards certain classes of diseases, strong and 
increasing confirmation of the practice of our predecessors. ‘The 
affections to which I refer are those which consist in and depend 
upon primary alterations in the molecular nutrition of the nerve 
elements, manifested by disturbance of their function, either 
transient or so persistent as to imply alterations of structure. 
These diseases include the maladies that we can most surely trace 
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in many cases to the influence of chemical agents. They also in- 
clude others of similar features in which such cansation is not 
traceable, but in which we may reasonably assume that a similar 
molecular process is manifested by them, although due to a 
different cause. These are the extensive class of affections that 
we term “functional,” whilst the others include the equally 
extensive class of “nutritional” diseases. In both of them the 
beneficial influence of drugs appears to me to be beyond question. 
The agents employed need to be chosen with judgment, changed 
with discrimination, and used with perseverance—perseverance alike 
on the part of the patient and the practitioner. Given these con- 
diticns, I have been surprised at the amount of good that has been 





done in affections commonly looked upon as intractable—relief, 
arrest, and restoration. With each successive year’s experience 
these results seem to me greater and more distinct, and to elicit 
more gratitude from the sufferers who are thus relieved. I regret 
that lack of time precludes any attempt to illustrate this statement, 
but my object is attained if I can succeed in bringing home to 
your minds the reasonableness of the experience, and in encourag- 


ing you to keep your grasp of the old when you seize the new. 


April 17th, 1893. 


PYREXIA FOLLOWING THE ANAIMIA DUE TO 
HAMORRHAGE. 


By M. Hanprretp-Jones, M.D. Lond. 


Rises of temperature occurring soon after delivery always call 
for careful consideration, and necessarily give rise to much anxiety. 
It is therefore of the utmost importance that the practitioner of ob- 
stetric medicine should be thoroughly acquainted with all possible 
causes of such pyrexias, and should be able early to decide in what 
cases the symptom has a grave meaning and foretells the onset of 
septic intoxication, and in what cases the increased temperature is 
of trivial importance. The disturbing influence of lactation is well 
known, and rises in temperature due to this cause are constantly 
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recognised ; many cases of pyrexia have been cured by a timely 
aperient, which has led to the evacuation of large, hard scybala: in 
vol. xxvi of the ‘ Lond. Obstet. Soc. Transactions,’ Mr. Tait has 
done good service in calling attention to a series of cases in which 
puerperal pyrexia was due to various nervous causes. To-day our 
attention is directed to cases in which rises of temperature depend 
on the anzemia caused by acute losses of blood, such as may occur 
in instances of ante-partum or post-partum hemorrhages. 

In his admirable Lettsomian Lectures, deiivered before the 
Medical Society in the year 1891, Dr. Stephen Mackenzie has fully 
recognised the frequent presence of a high temperature in cases 
of anemia. Thus, in detailing the symptoms of the latter aifec- 
tion, he says occasional and irregular pyrexia is common in anemia 
of whatever nature. I have found it in traumatic anemia in pre- 
viously healthy persons, and after hematemesis, and in my notes 
of cases of chlorosis I find shght degrees of pyrexia very common, 
‘a mimic reproduction of the irregular anemic fever that appears 
in pernicious anemia’ (Coupland). It is more pronounced in the 
latter than in other forms, but some cases of pernicious anzemia 
are throughout apyrexial. The fact that fever occurs in chlorosis 
is important, as 1ts occurrence in pernicious anemia, in concur- 
rence with the exacerbations of other grave symptoms, has been 
regarded as evidence of blood destruction. Of pyrexia in per- 
nicious anemia the same author says, still more emphatically, 
pyrexia is present in the majority of cases. It is irreguiar in its 
course and duration. The temperature often runs up to 101° F. or 
102° F., and may be even as high as 104° F. It does not remain 
high long. In the present communication I shall not attempt to 
deal with the subject of pyrexias occurring in the course of chronic 
anzemia, but shall concern myself only with thuse rises of tempera- 
ture which are set up by sudden and severe losses of blood. I am 
the more disposed to confine my remarks within these limits, 
because little attention seems to have been directed to rises of 
temperature following acute hemorrhages, though most practi- 
tioners are familiar with the occasional pyrexia of ordinary 
anemia and chlorosis. In associating pyrexia with the anemia 
due to acute hemorrhage much careful investigation of each case 
is necessarily needed, for the causes of the bleeding, such as child- 
birth, injury, operation, &c., may in themselves induce conditions of 
inflammation or morbid change, such as would be naturally accom- 
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panied by rise of temperature. If the hemorrhage and pyrexia 
follow childbirth, this care is especially necessary, since, owing to 
the unstable condition of the nervous system in pregnancy and 
parturition, the temperature condition is easily disturbed by such 
conditions as lactation, constipation, or mental emotion. 

Great care has been taken in the selection of the following 
clinical records, so as to exclude, as far as possible, any case in 
which there might be a possibility that the increase of tempera- 
ture depended on some concomitant morbid condition, and was not 
due solely to the aneemia. 


Cask 1.—Mrs. S was delivered of her second child on the morning 
of March 9th, 1893, at 11.30. There was nothing noteworthy about 
the labour, which was fairly rapid and easy; but the third stage 
was attended with violent fooding. Indeed, the uterus was so toneless 
and so inclined to bleed, that it was not safe to relax one’s hold of that 
organ for two hours after delivery. The same evening the temperature 
at 9 P.M. stood at 102'8 F.; the patient was very blanched, very thirsty, 
and complained of much headache. The pulse rate was 130. The ac- 
companying chart shows that for some ten days after delivery the pyrexia 
was well marked. Throughout the puerperium the lochia, though 
Scanty and pale, were otherwise perfectly normal, there was never 
any pain or tenderness about the abdomen, the breasts secreted freely 
and caused no trouble, and the bowels were easily regulated by smail 
injections of glycerine. The pulse rate for a week kept above 100, and 
then slowiy fell to 70. The patient had a very fair appetite, and made 
an easy and natural convalescence. 





The notes of the following case have been kindly supplied to me 
by my colleague, Dr. Lees. 


Case 2.—Mrs. T , primipara, was confined on March 21st, 1884, at 
4.30 A.M, The labour was an easy one, and the placenta and membranes 
were expelled entire without difficulty. As, at the end of an hour, the 
womb was found to be well contracted, half a drachm of ergot was given 
to maintain retraction, and the patient was left. At 10 a.m. a rather 
severe hemorrhage set in, but was checked by the injection of hot 
water and by pressure. At 2.30 p.m. the bleeding recommenced sharply, 
but was again checked ; the patient, however, complained of feeling faint. 
A mixture of ergot and iron was ordered. 

March 22nd.—Patient seems comfortable ; next day the breasts began 
to secrete. Temperature was taken, and found to be 102°5° F. On the 
24th and 25th headache was still troublesome, and the temperature had 
risen to 103°2° F. Quinine. was now given freely, and in the evening the 
temperature had fallen to 101°2° F. ; pulse 124. No shivering. 

On March 27th, at 10.30 a.m., the following report was given: Bowels 
freely opened by senna. Headache still very bad. Sleep bad. Lochia 
normal, perfectly sweet ; no marked tenderness anywhere over abdomen. 
Lung sounds healthy. Has a soft bruit over pulmonary artery. No 
bruit at apex, but first sound impure. Second sounds at base loudly 
accentuated. Urine normal ; does not contain albumen. 
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Temp. 103°4° F. Pulse 140: | 

Ix Morph. gr. 4 + ammon. bromid. gr. x + sod. brom. gr. x; to be 
repeated in two hours. 

Tempiat BoMoe== 105K 

Temp. 9 p.m. = 103°6° F. Pulse 123. 

March 28th.—Mid-day temp. = 100°5° F. Pulse 107. Feels much 
better. 

Temp. at 5 p.m. 102°4° F. = 

March 29th—Morning temp. 100° F.; still some headache. Lochia 
quite normal. Plenty of milk secreted by breasts. Temp. 9 v.m. 102° F. 

March 30th.—Better ; slight headache. Temp. 100° F. 

March 31st.—Temp, normal ; child takes breast well. 


CasE 3.—On January 8th, 1891, [ was summoned by one of the mid- 
wives of the British Lying-in Hospital to see an out-patient, who had 
been confined on the morning of January 4th, 1891, and who had suffered 
with several attacks of severe secondary hemorrhage since delivery. 
The temperature and pulse were reported to be considerably elevated. On 
arriving at the patient’s house I found Mrs. N almost blanched by 
the repeated losses, and showing a pulse of 120 with a temperature of 
102° F. Examination by the abdomen and vagina made it certain that 
the uterus, though spongy and poorly contracted, was not tender or in any | 
morbid condition, the surrounding tissues, though lax, were healthy, and 
the discharges were perfectly sweet. There was a basal hzemic bruit, but 
no evidence of disease anywhere. The breasts were healthy, and the 
secretion of milk free. For nearly a week the pulse remained over 100, 
and the temperature fluctuated between 100° and 102°4° F., then pulse 
and temperature gradually fell to normal. The patient had been a 
weakly woman before delivery, and made a slow convalescence. 





CasE 4.—Mrs. X—— had arranged to be attended from the maternity 
department of St. Mary’s Hospital in her confinement, which was 
expected in March, 1890, but in February she was seized with severe 
ante-partum hemorrhage, due to the partial separation of the placenta. 
The child was born dead, but the mother got over her labour safely. 
Five days after the continement the junior resident obstetric officer sent 
for me, and asked me to see the woman with him. His story was that 
the patient, though pale from her great loss of blood, was doing well, but 
that the temperature would remain persistently high. The bowels had 
acted well. ‘The breasts had been kept from lactating by pressure ; and 
the lochia, though pale and scanty, were free from all foetor. The 
abdomen was flat, the uterus seemed normal, and there was no tender- 
ness anywhere. On examination I was able to confirm his statement, 
and except that the pulse was 118 and the temperature at 4 p.m. 102°8° 
F., I could find nothing wrong. From previous experience 1t was 
easy to assure him that the pyrexia and rapid pulse depended solely on 
the anzmia, and would shortly disappear. In this case the twelfth day 
was reached before pulse and temperature had reached the normal 
standard. 


My colleague, Dr. John Phillips, has supplied me with notes of 
eases which illustrate the same point regarding the pyrexia after 
post-purtum hemorrhage. In one of his cases the lady was con- 
fined between 4 and 5 o’clock in the morning, and the expulsion 
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of the child was followed by severe post-partum flooding. On the 
evening of the same day the temperature was found to be standing 
at 104° F., with a rapid pulse rate. The pyrexia, however, 
slowly sank step by step with the pulse, and the patient made an 
easy convalescence. 

It would be easy to bring forward notes of many similar cases, 
but the above are sufficient to afford examples, or rather illustra- 
tions, of the clinical point which is under consideration. 

The cases so far quoted come entirely in the domain of mid- 
wifery, and it is in this department that I have noticed most 
instances of pyrexia, in connection with anemia, but I have notes 
also of a few cases where the febrile condition was present with- 
out pregnancy having existed. At present I am anxious to gain 
information from my surgical friends as to the existence of these 
rises of temperature after traumatic hemorrhages. 





Cask 1.—Mrs.X—— was admitted to the new Boynton Ward, suffering 
from uterine prolapse; as she was troubled, at the same time, with a 
large crop of hemorrhoids, I directed my house surgeon to operate, and 
remove the latter, before I commenced treatment of the uterine condi- 
tion. The removal of the piles was successfully accomplished, but whether 
through slipping of a ligature, or insufficient torsion of some small artery, 
very severe bleeding came on the same evening, and not only was a large 
amount of blood lost per anum, but the rectum was found to be dis- 
tended by large masses of blood clots. Next morning when I saw her, 
the anzemia was intense, the woman’s mucous membranes being blanched. 
The temperature had fallen to 97°, and remained for some hours sub- 
normal ; but on the evening of this day the temperature slowly rose, and 
for a full week it remained between 101° and 102° F., then it slowly 
fell again to normal. During the whole of this time the patient remained 
markedly anzemic, but had no bad symptoms, or signs of internal mis- 
chief. Ultimately she made a perfect recovery, and left the hospital 
fully restored. 


CasE 2.--Mrs. S—— came under my care, complaining that for the last 
nine months she had been suffering with floodings at the poorly times. 
Her face was blanched, the breath was short on exertion, and she had all 
the signs of pronounced anemia. Examination showed that the uterus 
was enlarged, the cervical canal patulous, and that a submucous fibroid 
existed. A few days later the cervix was dilated and the tumour 
removed, but in doing this a considerable amount of blood was lost, and 
the patient became much exhausted. The temperature, as in the previous 
case, fell below the normal for some hours after the operation, but then 
rose again, and remained for four or five days between 100° and 101°6°, 
though there was not the slightest evidence that any morbid condition 
existed in the pelvis to account for this rise of temperature. 


CasE 3.—Case of curetting for fungous endometritis. I have on several 
occasions noticed when curetting to remove villous growths from anzemic 
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women that the temperature has been sent up, and remained up for some 
days, although the careful observance of antiseptic precautions, the 
absence of all tenderness and pain, and the perfect sweetness of the 
discharges have made it clear that no inflammatory or Septic complica- 
tion had been introduced. 


In studying the subject before us, the thought 4t once strikes 
one, if pyrexia is the result of hemorrhage, ought not the rise of 
temperature to be noted more frequently? But, as a matter of 
fact, 1t is only occasionally that one comes across instances of 
acute hemorrhage in which some complications do not exist, or 
sequele follow. Thus, in cases of severe blood loss due to accident 
or injury any rise of temperature following the accident may be 
the natural outcome of inflammation set ap in the damaged tissues. 
Again, in severe hemorrhages from the lungs, or from the bowel, 
we have to consider the disturbing influence of such causes as 
tubercle or typhoid. Still more when dealing with the floodings 
of parturition the greatest care is needed, lest one should ascribe 
to the resulting anemia a rise of temperature which really 
depends on a minor degree of lymphangitis, or on a slight amount 
of septic intoxication. 

Differential Diagnosis.—Some points are brought into promi- 
nence by studying these cases of pyrexia: thus, in almost all the 
cases the hemurrhage is followed by a short period of subnormal 
temperature, a period which may last only a few hours, or may be 
protracted from twenty-four to forty-eight hours. It rarely seems 
to overstep this latter limit. In many of the cases it was noted 
that the rise of temperature occurred within twelve hours after a 
severe bleeding, or, in other words, within sc short a period that 
it was difficult to believe that septicaemia or inflammatory reaction 
could have any share in causing the pyrexia. Of course in cases 
following delivery, one is not forgetful of the exalted sensibility 
of the great nervous centres, and that emotion, fear, anger, and 
other similar causes lead to rise of temperature, but all such 
causes were undoubtedly absent in the cases under consideration. 

There can be no question that the rises of temperature were 
most marked in women possessing a highly strung or nervous 
temperament, and I am well aware that I have seen cases in 
which the most severe hemorrhage has occurred, and yet no rise 
of temperature has followed. These instances, however, have 
occurred in cases where the patients were of a phlegmatic or 
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lowly erganised system. As regards the duration of the pyrexia, 
the average was about a week, the shortest time noted was three 
days, and in one case the return to the normal standard did not 
occur until the end of the thirteenth day. 

Causation of Pyrexia.—lt is difficult to assign with certainty a 
definite cause for the rise of temperature noted, but, taking into 
consideration the exhausted state of the nerve centres due to the 
loss of blood, the early period at which the rise occurs after the 
hemorrhage, and the fact that the rise is most noted in women of 
a mobile temperament, it seems most reasonable to believe that 
the disturbance of the centres regulating the temperature is due 
to an induced condition of hyperesthesia. An additional argu- 
ment for this belief is found in the fact that the temperature falls 
part passu with the decrease of the anemia. Of course it has 
been suggested that the rise of temperature depends on the 
poisonous action of ptomaines, and that these latter, though con- 
stantly present, are only able to exercise their noxious influence 
when the resistant powers of the system have been lowered by 
some depressing cause, such as hemorrhage. Judging, however, 
from the clinica] records, it seems more reasonable to suppose that 
the pyrexia depends on an unstable condition of the nervous centres 
than on the presence of poisonous particles in the circulation. 


A FURTHER COMMUNICATION ON HAIMORRHAGE 
FROM ULCERATING BUBO OF THE GROIN, 


By A. Marmapvxe Suet, M.B., F.B.C.S. 


In vol. x of the ‘ Medical Society’s Transactions,’ I narrated a _ 
case of this rare and dangerous complication of bubo of the groin. 
In that particular instance, a considerable aperture formed by 
ulceration in both the superficial femoral artery and vein. <A 
false aneurysm had formed in the thigh, and I was compelled to 
ligate both vessels above and below the lesion. Gangrene did not 
ensue, but the patient ultimately succumbed to pyemia. I was 
able to tabulate five published cases of this nature; the paper and 
the discussion demonstrated the general fatality of these cases. 
The present case differs from the former in many particulars, and 
is well worthy of relation as.a sequence to it. Arterial bleeding 
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from abscess cavities is peculiarly dangerous and embarrassing. 
Any contribution to the literature of this subject must be of 
interest to the practical surgeon, and to those much engaged in 
the treatment of venereal disease. 

On the 17th August, 1892, I saw a patient, aged 26, with a 
large “angry-looking” bubo in the left groin. Several glands 
were involved, the skin was dusky and congested, and indistinct 
fluctuation could be felt in several parts of the swelling, which 
was very painful. The cause of the glandular suppuration was a 
rupture of the frenum, which had now healed, but which had 
existed for a month, sore and neglected. The groin swelling had 
existed for about a fortnight. There was no sign of syphilis 
about this patient, and his health seemed good, except for the 
fever and distress associated with confined suppuration. He had 
been lately drinking freely, but not to excess. I advised that he 
should come to London, and have the swelling opened without 
delay, and this was done under ether on the 19th August. I 
found extensive undermining of the tissues. One recess ran 
towards the pubes, another towards the iliac crest, and a third 
downwards in front of the femoral sheath. These I laid open on 
the finger to their extreme ends, and as much disintegrated tissue 
as was loose was scraped away with a blunt spoon; some black, 
disintegrating blood clots were mingled with the sloughy tissue, 
and I could not but remark to the gentleman who gave the 
aneesthetic, that the case was one of some hazard from the likeli- 
hood of occurrence of hemorrhage. No bleeding of any moment 
was evident at the time of operation, and the cavity was well 
dressed with iodoform and lint from the very bottom. All went 
well for the first three days. The patient was much relieved by 
the operation, but was restless and difficult to control. The 
sloughs had cleared out of the wound, which had been energetic- 
ally cleaned and dressed, and now seemed to be healthily granu- 
lating. A small portion of the coats of the common femoral 
artery could be seen at one spot below. 

On the 22nd August, the evening of the third day after the 
operation, I was hurriedly called to him on account of hemor- 
rhage. In spite of a firm spica, there had been enough arterial 
bleeding to soak through the pads and voluminous dressings, and 
to form some small clots in the bed. I at once removed all the 
dressings, and found the wound filled with clot. This was 
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sponged away, but no recurrence of bleeding took place, and it 
was impossible to see where the hemorrhage came from, though 
the cavity was well sponged out. The main artery was beating 
forcibly, and a more extensive portion of its coats could plainly be 
seen in the lower angle of the wound. The cavity was again care- 
fully packed with an iodoform compress; over this were iaid 
several clean sponges, and finally a firm spica bandage, exerting 
considerable pressure. All went well for three days. I daily 
dressed the wound, washed it carefully out, and packed it with 
iodoform tampons, finally applying as firm a spica as the patient 
could bear. I was most anxious to keep the deep cavity im as 
near a condition to perfect asepticity as was possible, though from 
what I knew regarding these cases, my mind was full of grave 
apprehensions regarding it. On the night of the 25th August, 
about half-past 12, I received an urgent message to attend, and on 
my arrival I found that a very considerable arterial hemorrhage 
was going on, despite the pressure exercised by the attendant 
nurses. I at once removed the dressings mingled with a quantity 
of clot, when an arterial jet about the size of a crow quill issued 
forth from the cavity. The jet of blood, though small, was very 
forcible, and its situation was over the inner aspect of the sheath 
and granulations covering the upper part of the common femoral 
artery. Digital pressure readily controlled it, but by no means 
could I secure the vessel, for pressure forceps, artery forceps, and 
the like, broke away as soon as applied, making the bleeding more 
evident and furious. Acu-pressure was, of course, contra-indi- 
cated, as the main vessel must have been included. Indeed I was, 
and am now, uncertain whether I had to deal with a hole in 
the main vessel, or with an ulcerated branch of some size close to 
the parent trunk. Considering the gravity of the question as to 
whether the common femoral should be tied above and below the 
bleeding point or further pressure employed, I determined to 
temporise, and here I had a good instance of the value of freely 
opening sloughy abscess cavities. The exact situation of the 
hemorrhage was under control of the eye and finger, and no blood 
was extravasated into the tissues. Digital pressure was main- 
tained until the morning. About 5 a.m. the bleeding was reduced 
to a mere trickle, so that pressure with a sponge controlled it, and 
rest for the fingers could be obtained. Some small sponges having 
been prepared and wrung out in iodoform emulsion, the wound 
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was quickly packed and strong pressure applied, which was ill 
borne by the patient. About 8 in the morning, Mr. Jacobson was 
good enough to see the case with me in consultation. The com- 
presses were removed; no recurrence of bleeding took place, and 
the wound appeared healthy. Under these circumstances it was 
determined to give a further trial to pressure more methodically 
and severely applied than before, and Mr. Jacobson gave me his 
advice and assistance in its application. 

The limb was firmly bandaged from the toes to the groin and 
padded with wool over the prominent points. A compress of iodo- 
form lint was placed in the wound, and covered with several 
sponges of graduated size wrung out in strong carbolic lotion. 
This compress was kept in exact position by adhesive plaster, and 
a few spica folds of ordinary bandage. A long elastic webbing 
bandage was next applied as a spica, flattening and compressing 
the sponges upon the groin. Cotton wool was abundantly packed 
wherever the bandage pressed around the pelvis and under the 
thigh. This bandage was put on with much firmness, and in the 
aggregate, the amount of pressure in the groin must have been 
considerable. 

Finally, a long splint was placed from the axilla to the foot, 
keeping the limb absolutely at rest. The discomfort experienced 
by the patient was considerable, and the pressure soon became 
almost unbearable, so he was kept heavily under the influence of 
morphia, and a careful watch maintained upon the condition of 
the footand toes. The diet was reduced to slops to lower the force 
of the pulse, and all stimulants were interdicted. In this way, by 
the aid of very intelligent nursing and.judicious morphia adminis- 
tration, pressure was maintained for eight days. No fever of 
moment occurred, and no pain which signified wrong action about 
the wound was manifest. The patient, however, several times 
complained of asevere shooting pain down the course of the artery, 
which has been observed before in similar cases. 

On the eighth day I cautiously removed the pressure, and 
though there was free venous oozing from the depths of the 
wound, this soon stopped spontaneously, and the eranulations 
seemed healthy. The cavity was irrigated for some time with 
warm carbolic lotion, dried with pledgets of wool, and again dressed 
from the bottom with iodoform and lint. Pressure was reapplied 
in the same manner, but not to the same extent of severity. In- 
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deed, already the elastic, though protected by pads, threatened to 
cause sloughs on the skin over the pelvis in several situations. 
After this the wound was dressed and daily irrigated with “red 
wash.”’ Pressure was gradually relaxed, and discontinued altogether 
at the end of the third week. The wound granulated and con- 
tracted with rapidity, and the patient left for the country on 
September 29th, with the parts soundly healed. There was con- 
siderable muscular wasting from the disease and pressure, but no 
signs of aneurysmal bulging about the cicatrix. 

In the paper before referred to I entered very fully into the 
nature of these cases, and the various treatments adopted. The 
terrible fatality of them and their great rarity were fully shown, 
both in the communication and by the remarks of subsequent 
speakers. Among the conclusions I drew on that occasion, was 
that pressure would not be very likely to succeed in cases of 
recurrent hemorrhage. Sir William MacCormac considered 
pressure a very uncertain method of treatment, but Mr. Bryant 
referred to those cases where he had known it succeed. Mr. Cripps 
also spoke strongly of its efficacy. 

In the present paper I wish especially to dwell upon the import- 
ance of a thorough trial of pressure if the parts allow, and if it can 
be borne and carried out over a sufficient time. A good deal 
hinges upon the condition, should the parts allow of pressure being 
employed. If extensive sloughing is going on, and the tissues are 
infiltrated and sodden with septic products, pressure is ill borne, 
and doubtless would seldom if ever succeed. The opposite condi- 
tion, therefore, of a clean and healthy wound, without edema and 
infiltration, is very essential if pressure is to have any success. 
Should there be an obvious breach of the walls of the main artery 
or vein or both, as in my previous case, attended with violent and 
persistent bleeding, ligature of the vessels would be a difficult but 
imperative duty. The case I have in this paper narrated, illus- 
trates how difficult it is to be sure whether the bleeding comes — 
from the main vessel or from a considerable branch ulcerated close 
to the parent trunk. Exactly the same difficulty has occurred to 
surgeons in cases of punctured wounds in the vicinity of the great 
arterial trunks. In these cases it has more than once happened 
that after the main vessel has been exposed by a tedious and 
difficult operation it has been found intact, the real source of the 
hemorrhage remaining doubtful. Pressure judiciously employed 
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in such cases has, as pointed out by Mr. Cripps, been frequently 
successful, and should always receive a thorough trial in cases of 
doubt. I believe that in the instance related, a branch, possibly 
the circumflex iliac, had sloughed close to the common femoral, and 
though the parts were too rotten to bear the ligature or other 
material methods of checking hemorrhage, yet a sufficient length 
of vessel remained to become sealed by clot after long continuou 
pressure. 

I would venture also to insist upon the great importance of very 
freely opening sloughing abscesses about the great vessels. In 
the present instance had an incomplete opening been made, the 
blood would have infiltrated the tissues, which would have also 
been foul and septic, and pressure would probably have been out 
of the question. The practice of treating cases of this sort with 
powerful astringents, especially iron, is also very questionable. 
Inflammation and sloughing are intensified, and should the bleed- 
ing not be checked the damage done to the soft parts is consider- 
able, and very prejudicial to the success of any further measures. 
The actual cautery is open to the same objections. 

In conclusion, I trust that this case and paper may prove a small 
but not unimportant contribution to the literature of this subject 
and the perilous complication of ulcerating bubo of the groin. 
The accident is so peculiarly embarrassing from a surgical point 
of view, that all cases deserve our careful notice and study. It is 
indeed singular, that surgeons of life-long experience in the treat- 
ment of venereal buboes, should have never met with these cases, 
and yet that two of them should have occurred in my practice. 

This only exemplifies the common remark that rare cases run 
together, and leads me to hope that as I have been peculiarly 
fortunate or unfortunate in my experience of this distressing com- 
plication of ulcerating bubo, I may never again be calied upon to 
contend with it. 

Mr. Locxwoop remarked that there were two conditions requiring 
treatment—the bleeding from the ulcerated point in the artery and the 
condition which produced the ulceration. As the artery was injured by 
an active process of ulceration it was often impossible to ligature the 
bleeding vessel, and the only alternative was to freely expose the bleeding 
point and apply pressure. For sloughing ulceration the treatment by 
continuous immersion in hot water was very good, especially when 
coupled with the after-application of strong solutions of tartrate of iron, 


which was a better application than iodoform. ae 
Mr. SHEILD, in reply, said that in the case related in his first paper 
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the hemorrhage occurred before the bubo was opened. He agreed as to 
the value of the warm bath treatment ; and he mentioned a similar case 
which had occurred in a large provincial hospital in which amputation 


at the hip-joint was ultimately performed, but the patient did not 
recover. 





April 24th, 1893. 


ON THE DIAGNOSTIC SIGNIFICANCE OF HAMO- 
PTYSIS IN AORTIC ANEURYSM. 


By T. Grizart Smita, M.D., F.R.C.P. 


Mr. Presipent anp GrnritemMEN,—In the few remarks that I 
have the honour to bring under your notice, I desire to elicit 
the opinions of Fellows of the Society, whose knowledge and 
experience in the matter are greater than my own, rather than 
weary the Society with a lengthy paper—knowing well that 
the discussions which take place in this room are not the least 
valuable portion of the work of our Society. 

The consideration of the part played by hemoptysis in the 
symptomatology of aortic aneurysm is not unimportant, seeing that 
in a large number of cases of the disease which I have had under 
treatment, hemoptysis has been present, and, in some of these 
cases, the spitting of blood has been the first symptom complained 
of, and the first symptom which led to the recognition of the 
disease. 

Hemorrhage in the form of hemoptysis due to aortic aneurysm 
is of two kinds: (1) Direct, from leakage from the sac; (2) in- 
direct, caused by pressure. That direct hemorrhage need not 
necessarily be immediately fatal there is ample evidence, most of us 
having, doubtless, seen such cases in which the ulcerating open- 
ing of pin-hole character is blocked by coagulation, which for a 
time—short, rather than long—resists the pressure behind and 
staves off the evil day. 

It is of the second form—indirect hemoptysis due to pressure— 
that I would refer. This form is referable to fowr causes :— 
(1) Pressure on the air passages; (2) pressure on the blood 
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vessels ; (3) pressure on the lung substance ; and (4) interference 
with lung circulation owing to secondary cardiac valvular incom- 
petence. Pressure on the air passage induces a local congestion of 
the lining membrane of the tube, which, in its incipient stage, by 
the irritable and often paroxysmal cough and scanty bronéhial 
secretion slightly tinged with blood, heralds the oncoming of a 
more advanced stenosis accompanied by all the evidences of 
resulting bronchitis, emphysema, and well-known lung alteration 
due to narrowing of the trachea or bronchus. 

Pressure on the blood vessels was well illustrated in a case of 
aneurysm where a sac budding off from the ascending portion 
pressed upon the right pulmonary artery, and almost occluded it, 
resulting in chronic inflammation and hemorrhagic infarction of 
the left lung. 

Hemoptysis due to valvular defect—the result of aneurysm—was 
in evidence in another case where a diffused aneurysmal dilation of 
the aorta led to regurgitation through a stretched aortic ring with 
healthy valves, and to the intense suppuration of both lungs with 
venous blood. A short time ago a strong, florid, well-built, 
middle-aged man was admitted under my care at the London 
Hospital, suffering from what seemed to be capillary bronchitis 
with marked dyspnoea. Loud rhonchi and crepitant rales were 
everywhere audible over the chest, and masked the cardiac sounds. 
His expectoration was bronchial and tinged with blood. Shortly 
after admission, I was informed that he was bringing up pure 
blood, but there was some discrepancy of opinion as to whether it 
was vomited or expectorated. On cross-examination, however, 
found it was both, which led me to suspect that the general 
bronchitis resulted from pressure of an aneurysmal sac upon the 
trachea, with a leakage into it or into the esophagus. On the 
night following my visit a rush of arterial blood closed the scene ; 
and, in due course, a small sac was found with a perforation com- 
municating with a compressed trachea, and also an almost suc- 
cessful attempt at like communication with the cesophagus. In 
this case there were no other pressure signs than those mentioned, 
and no stridor, tremor, or pulsation pointed to aneurysm. The 
direct hemorrhage from the bursting of the sac did not at once 
prove fatal, and was, doubtless, preceded by indirect hemoptysis 
due to the induced bronchial congestion. In another case, where 
the signs of aneurysm were scanty, there was hemoptysis from a 
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portion of lung carn'fied by direct pressure of the super-lying 
sac. 

A man now under observation at the London Hospital presents 
all the evidences of aneurysm with definite pressure signs on the 
left bronchus with laryngeal affection. When, some two years 
ago, he was first seen he was minus these advanced signs, and 
simply complained of anginal symptoms. With him, the advance 
of the disease and its more marked signs have been announced by 
bronchial expectoration tinged with blood. 

It seems to me, therefore, from the consideration of these and 
many other similar cases which we have all seen, that the occur- 
rence of slight hemoptysis is not without significance in certain 
ill-defined cases. Given a patient, perhaps with a syphilitic 
history, all the more likely if he has the physique and appearance 
such as we find generally in the victims of this disease; given 
symptoms of uneasiness, if not of distinct pain, in the chest of a 
spasmodic character with few signs of a cardiac nature other. than 
perhaps those of high cerebral tension, and presentirg no symp- 
toms pointing to pulmonary disease beyond a paroxysmal cough 
with but little expectoration—and that tinged with blood—and 
when further, if in such a case we can, after careful examination, 
eliminate ordinary disease of the lungs, malignant growth, kidney 
and heart disease, | am of opinion that in such a case we have 
just reason for suspecting the existence of thoracic tumour, 
probably aneurysm, and for anticipating at no distant date the 
fuller development of more definite symptoms of increasing pres- 
sure, together with the tangible signs of the correctness of our 


forecast. 


The Presipext agreed generally with the views expressed in the 
paper, and could quote many cases to confirm the truth of them ; but he 
thought that mediastinal tumours, in their early stage, were attended 
with all the symptoms that might characterise aneurysm, except a rush 
of blood after rupture. He referred to instances showing that rupture of 
an aneurysm was not necessarily immediately fatal. 





May 1st, 1893. 
THE ANNUAL ORATION—PHYSIC AND LETTERS. 


By Wiuwiam Mitcuett Banks, M.D. Eorn., F.R.C.S. Ene. 


Mr. PRESIDENT AND GENTLEMEN,—I must, in the first place, 
thank you for the great honour you have done me in asking me to 
speak here to-night; although it is truly no easy task to address 
the Medical Society of London in the room which has echoed the 
wise and eloquent words of Marshall Hall and Humphry, of 
Hutchinson and Lister and Crichton Browne. That my words 
can never compare with theirs I know full well, and so I pray that 
this audience to-night may be merciful and long-suffering towards 
me. The best thing a man can talk about is that which he has 
most recently and most earnestly been thinking about. I have 
said—indeed, I am vain enough to hope that [I have done—some 
things for the furtherance of medical education ; and, in the course 
of considering what professional training was best suited for a 
youth so as to make him a well-educated medical practitioner, I 
have been tempted to go further and to inquire into the position 
of the said practitioner as a well-educated man. And so to-night, 
as I am free to choose my subject, I will leave alone strictly pro 
fessional topics (for these we have always with us) and ask you to 
take a glance at the relations between our profession and the 
world of letters. Are the study and practice of medicine of a 
nature to attract men to the field of literature P I fear not. Our 
studies, although almost entrancing in many of their depart- 
ments, give no play to the imagination. The branches of the 
femoral artery and the sciatic nerve are, to all intents and pur- 
poses, numbered, fixed, and immutable. When we are trying to 
unravel the functions of brain or muscle or gland there must be 
no rein given to speculative hypotheses—sweet as stolen fruit; 
there must be no poetic “fancy free” to dazzle and divert our 
sober reason. The light of science is given forth from the clear, 
steady-burning lamp of the student, and not from the fiery cresset 
that flares amidst shipwreck and storm or lightens the skies on 
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nights of glorious and bloody battle. And when we come to the 
actual practice of our art, what are we confronted with? With 
sickness, with pain, with grief, with misery, with death—with so 
many things that are sad and repulsive that many a time we have 
to string up all our inner man to battle against them. It is often 
no easy task for the medical man to maintain that amount of 
cheerfulness without which his own life would be wretched, with- 
out which his patients would be bereft alike of hope and comfort. 
The temperament so engendered is certainly not that which will 
be likely to direct a man’s mental footsteps down the sweet, shady 
alleys of poetry or fiction; and yet, in spite of all that, of the 
three learned professions—divinity, law, and medicine—I believe 
we stand foremost in the number of distinguished literary men 
who began life in our ranks. Need one mention Goldsmith ? 
““The Deserted Village,” that sweetest poem in our language, 
and ‘The Vicar of Wakefield’ will be read whilst an English 
tongue wags in an English head. And there was Akenside— 
forgotten as physician to St. Thomas’s Hospital, unknown as 
Gulstonian Lecturer and Fellow of the Royal Society, but still 
remembered and admired as the author of ‘The Pleasures of 
Imagination’ and of some of the most beautiful pastoral poems 
imaginable. Sir Samuel Garth, the life-long friend of Pope---the 
man by whose kindly help the remains of Dryden were borne to 
their last resting-place—was an admirable physician and no bad 
poet either. ‘The Dispensary ” sounds a curious title for a poem ; 
but Dr. Johnson said “it was on the side of charity against the in- 
trigues of interest, and was, therefore, naturally favoured by those 
who read and can judge of poetry.” We can claim old Crabbe, 
too—‘‘ Nature’s sternest painter, yet the best’—for he was a 
general practitioner before he became the Duke of Rutland’s 
chaplain. I am delighted to find Crabbe coming again into public 
favour. Modern poetry is rather like some kinds of modern 
painting ; there is so much of the symphonist and the impression- | 
ist about it that it passes the wit of the average man to make 
head or tail of it; but Crabbe’s work is like a picture by old 
Teniers or Van Mieris. It tells its own tale, and its colours are as 
clear and brilliant as on the day they were laid on the canvas ; 
and if we pass from poetry to prose the name of Smollett is no 
bad name to conjure with. Day by daya cascade of novels tumbles 
on the heads of the British public, drenching them with words, 
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words, words. How many of these have the stuff in them to 
last a hundred and fifty years and still be fresh and racy, like 
‘Roderick Random,’ and ‘Peregrine Pickle, and ‘Humphry 
Clinker’? And then there was the handsome, courtly, mirth- 
loving Arbuthnot, Queen Anne’s physician, with whom Swift 
used to prowl about St. James’s arm in arm, and whom he used 
to talk about in the ‘“‘ Journal to Stella.” What fun there is in 
‘Martinus Scriblerus, whilst from the ‘ History of John Bull’ 
dates the origin of the conventional Englishmen whom ‘ Punch’ 
draws for us now. Pope sadly but gratefully said of him— 


“The muse but served to ease some friend, not wife, 
To help me through this long disease, my life 
To second, Arbuthnot! thy art and care 


And teach the being you preserved to bear, 
%* % SS * %* 


Oh, friend! may each domestic bliss be thine.” 


It has been truly said that the name of John Locke is as little 
associated with the profession of medicine as that of Sir James 
Mackintosh, who was a practising physician till ambition and 
poverty made him select a more lucrative vocation and turn his 
energies to the Bar; but that the great philosopher actually prac- 
tised medicine at Oxford there is no doubt. Sydenham relates how 
his method of treating acute diseases had received the approbation 
of Mr. John Locke, ‘‘ who had examined it at the bottom, and who, 
if we consider his genius and penetration and exact judgment, has 
scarcely any superior and few equals now living.” The present is 
the day of mental eyisceration, the day of sentimentalists, who 
agonise in public and dissect their emotions at so much a para- 
graph. Whata contrast to read the ‘ Religio Medici’ of old Sir 
Thomas Browne, and learn from his simple and manly words the 
secret of the faith that was in him. 

If we come nearer to our own time, there was Mason Good, who 
translated ‘ Lucretius’ whilst tramping the streets of London to 
visit his patients, and Leyden, the great Oriental scholar, who 
mastered nearly all the languages of the Hast, and gave to the 
English readers the ‘Commentaries of Baber ;’ and there was Dr. 
Thomas Young, who first deciphered the writings of the old 
Egyptians, who called to life the dead history of a bygone world, 
and who summoned the mummy of an ancient king to tell the 
story of 8,000 years ago; and ‘ Delta’ Moir, the country doctor 
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who worked amongst the fisherfolk and colliers of Musselburgh, 
and adorned the pages of ‘ Blackwood.’ Even now we are not 
without a representative in the world of letters, for have we not 
still with us, aged in body but alert in mind, the “ Autocrat of the 
Breakfast Table ” ? 

In scholarship, too, amongst the older heroes of our craft we 
are proud to reckon some giants. Linacre, who founded the 
College of Physicians and was its first President, was probably 
one of the most learned men of his time. He was the first English- 
man who read Aristotle and Galen in the original Greek. I fancy 
the last must be dead. At any rate, I never met him. Linacre 
actually taught Greek in the University of Oxford. Both as a 
scholar and as a physician he ranked so high that Henry VII 
placed him near himself and entrusted him with the education 
and health of his son Prince Arthur. Just imagine living in the 
house of Lorenzo de Medici, teaching Sir Thomas More, and having 
Krasmus for your friend and patient, as he had. And what a 
famous successor did Linacre have in John Key. Associated with 
letters not less than with medicine, he raised on the foundation of 
Gonville Hall that college in the University of Cambridge which 
bears his name, and in whose chapel lie his bones, with the simple 
epitaph ‘Caius fui.” In that delightful book, ‘The Gold-headed 
Cane,’ there is a charming scene, where Radcliffe visits Mead in 
his library. He says: “ As I have grown older, every year of my 
life has convinced me more and more of the value of the educa- 
tion of the scholar and the gentleman to the thorough-bred 
physician. Perhaps your friend there (pointing to a volume of 
Celsus) expresses my meaning better than I can myself when he 
says that the discipline of the mind—quamvis non faciat medicum, 
aptiorem tamen medicine reddit—though it cannot make a man a 
doctor, it makes him all the better doctor. This was surely a 
noteworthy saying of a man whose professional life was so suc- 
cessful that his money built the Radcliffe Library, Observatory, — 
and Infirmary at Oxford, and founded the Radcliffe Travelling 
Scholarships. And it is the more noteworthy because Radcliffe 
was not much of a scholar himself, insomuch that Sir Samuel Garth 
said a very funny, if rather severe, thing about him, viz., that the 
notion of Radcliffe bequeathing his fortune to endow a library 
was as if a eunuch were to leave his money to build a harem. 
However, gentlemen, when we pay avisit to Oxford or Cambridge, 
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we may cock our beavers as we walk past the Radcliffe Library or 
Caius College, and remember that two doctors built them. Mead, 
again, who succeeded Radcliffe as President of the College of 
Physicians, was a most accomplished scholar, and one of the most 
erudite men of his day. There were few such patrons of learning 
even amongst the nobility. What meetings those must have 
been with Pope and Newton and Bentley in his great library, 
with its ten thousand books, its marble statues of Greek philo- 
sophers and Roman emperors, its busts of great English poets, 
its collections of bronzes, gems, intaglios, Etruscan vases and coins. 
He made a magnificent income, and he spent it magnificently. 
After his death it was said of him that of all the physicians who 
had ever flourished he gained the most, spent the most, and enjoyed 
during his life the highest reputation, not only in England but 
abroad, | 

To come down from the intellectual giants of old days to our own 
time, I think we must frankly admit that the enormous amount of 
professional knowledge which the modern practitioner of medicine 
has to acquire effectually prevents him from rivalling his pre- 
decessor of old in the field of general literature. To attempt that 
would involve raising the sum of our lives from the threescore 
and ten years to the century—a thing, by the way, which I firmly 
believe will come to pass; but, whilst admitting this, have we not 
been neglecting too much that general learning and varied know- 
ledge (apart from things medical) which are understood to cha- 
racterise the members of a profession which proudly calls itself a 
“liberal”? one? I fear we have. There never was a time when 
our calling was held in such high esteem by our fellow-men as 
now. Never before was the individual medical man so highly 
trained and so thoroughly versed in his own special work; but if 
yon ask me what I think of the accomplishments, the mental 
culture, and the extent of reading of our profession as a body, I 
am bound regretfully to say that they are not as extensive, not as 
high, as they ought to be. In looking into the reasons for this 
state of matters, it appears to me that three things conspire to 
account for it. Firstly, there is the very defective school training 
which boys destined for our profession for the most part go 
through; secondly, there is the fact that so soon as medical study 
commences, there comes an interval of five years so enthralling in 
its claims on the student’s brains and time that it is an absolute 
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blank to him as regards general reading ; during that time he loses 
the habit and the love of it; and, finally, in after life there is the 
exacting and exhausting nature of our occupation, which too often 
drags the medical man down to the level of a mere patient-visiting 
machine. 

First, then, let us take up the question of inferior school training. 
This especially exists in Hngland. The yonths who elect to join 
our profession are drawn from the middle class of society. I 
would even go further and say that only a certain proportion of 
them are drawn from the upper middle class. Now, the great 
majority of these youths have received their education as boys 
in the private preparatory day schools of their towns, and I 
venture to say that in the whole range of educational institutions, 
from the highest to the lowest, there are none where teaching is 
so bad as in this class of school. That very sensible people, the 
Germans, do not believe in inspired schoolmasters; they believe in 
the science of pedagogy, and in the business of teaching the 
teacher how to teach. The Scotch are credited with being a 
money-loving people, but it must in fairness be admitted that they 
have loved learning as well. Now, as far back as I can remember, 
there was in Edinburgh a certain ‘‘ normal school,” as it was 
termed, where young men and women were trained to be teachers. 
The truth is, that at the present moment the middle-class boy has 
not even the guarantee for good teaching that the School Board 
boy has; for not only are the teachers of the latter most carefully 
prepared for the business of their lives, but the manner of their 
teaching and the quality thereof are subject to constant and care- 
ful inspection. From the lower middle-class day-schools of our 
great towns I assert that at present we get only an inferior pro- 
duct. J often ask a new dresser to read a report of his case and 
at the end of it am compelled to say, ‘‘ Sir, your production is on a 
par with the letter of the cook to her intimate friend, which winds 
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up with ‘this cums hopping. In truth, to that young gentle- 
man grammar, capital letters, and stops are of no more moment 
than vowels to an etymologist. As for writing out a prescription 
in full, the Latin gender and genitive case present such insuperable 
difficulties that Pot. Iod. is about as far as we generally get. 
Now, it is clear that two persons are to blame in this matter. The 
first is the teacher, who does not teach the boy thoroughly; the 


second is the examiner, who does not examine the young man 
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thoroughly. There are certain university entrance examinations 
in arts for medical students which exact a good amount of know- 
ledge from the candidates; but, possessing, as I do, a very inti- 
mate acquaintance with the subject, I maintain that with regard 
to the examinations for the licensing colleges there ere a vast 
number of students rubbed through their sieve who ought to 
have been caught and retained on the way. As to these colleges 
publishing their subjects and their questions, and offering them 
to public view as evidence of the high standard of their examina- 
tions, I value their printed papers at the value of the paper they 
are printed on. What I want to see is the answers to their ques- 
tions; but these are not forthcoming. The General Medical 
Council, in exacting a five years’ course of medical study, has 
done a very remarkable thing for the advancement of our pro- 
fession; but with a uniform five years’ curriculum the method of 
spending the five years will soon shake itself into shape and there- 
fore the question of the strictly professional studies of the student 
need not fora long time occupy much thought. What is now 
wanted is that the Council should look more stringently into the 
entrance examinations. Let them get hold, not of the question 
paper of the examiner, but of the answer paper of the examinee, 
and let them ascertain what the standard really is which passes a 
man through the portals of our profession. 

There is another matter which is telling seriously upon the 
sound education of our boys, and that is the undue prominence 
given in the present day to athletics. Now, let me premise by 
saying that my age and proportions at the present day are hardly 
such as to justify me calling myself an athlete, nevertheless | have 
all my life been a lover of sport and exercise. I have the pro- 
foundest belief in the corpus sanum. I know that it is the out- 
door life and habits of Englishmen that have enabled them to 
fight and conquer and colonise in every climate of the world, from 
Hudson’s Bay to Ceylon; but it seems nowadays to be forgotten 
that, after all, the corpus sanum is merely the fleshly tabernacle of 
the mens sana. I object strenuously to a boy being encouraged to 
regard the life of a mere athlete as the highest to which a human 
being with an intellect can aspire; but at English schools thews 
and sinews seem to be the only objects of admiration and respect. 
Brains are out of fashion. Well might the German schoolmaster 
say that the English boy plays at his work and works at his play. 
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I have asked many a proud mother about her son at some public 
school and been told with a radiant air, “Oh, he is doing 
splendidly, getting on so well.” This means that he is captain of 
the school eleven, or has got into the first football team, or is 
stroke of the school boat. Never by any chance do I hear of the 
boy’s position in his class or form, or of his progress in his studies, 
or of the prizes he has gained. In fact, the studious boy is re- 
garded with contempt by the great majority of his fellows. The 
very masters have to be athletes. One knows the usual style of 
advertisement for a junior master: ‘“ Must be Church of England 
and a good cricketer,” like the crack emigrant ship of former days 
which was advertised to carry a cow and an experienced prac- 
titioner. I assure you, gentlemen, so little have our students 
been trained to use their brains as schoolboys that it takes most of 
them, after they have scraped through an easy preliminary examin- 
ation, the best part of a couple of years to get into habits of steady, 
methodical, hard work. As for the fine, handsome young gladia- 
tors turned out by Eton and Harrow and Rugby, the School Board 
boy is ousting them out of the office and the counting-house, 
whilst getting into the army nowadays means work. Too often 
their expensive education is found only to have fitted them 
to go farming in Manitoba, cattle-ranching in Texas, sheep- 
raising in New Zealand, or bar-tending in Australia. The 
worship of bone and muscle has gone a shade too far in this 
country. I trust the pendulum has swung to its furthest. In 
attacking the schools where our students too often receive their 
early training, I would have you remember that it is nct so much 
the things that are taught as the manner in which they are taught 
that I am criticising. What I complain of is a want of sound, 
honest, thorough “ grounding” in a few things, and an omni- 
presence of superficial smatterings. Also of a failure to impress 
the boy with the importance of the fact that upon his early work 
very generally hangs his whole future life; likewise of a tendency 
to pay attention solely to those boys who evince a natural aptitude 
and liking for work, whilst the rank and file, who do not like work, 
are not whipped up and drilled into it until they do like it. As to 
what a schoolboy should learn, tot huminzs quot sententiw ; but I 
have lived sufficiently long to have seen and watched a great many 
schoolboys grow into men. As a result, I will propound what 
will doubtless seem to you almost a paradox—viz., that if a buy 
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destined for a profession were to be taught nothing but reading, 
writing, and arithmetic till he was 11, and after that nothing but 
Greek and Latin and mathematics till he was 18, at 50 that boy 
would turn out a more widely cultured, better-read man than if, in 
his early years, he had been stuffed with geography, history, 
philosophy, and the twopenny-halfpenny fragments of chemistry, 
botany, and zoology which constitute school science. All these 
things will come to him in time. Let him learn thoroughly the 
elements and the rudiments. 

Let us now turn to point number two—the blank in the medical 
studeat’s literary life caused by his curriculum of scientific study. 
At a time when other young men going into professions are revel- 
ling in a delightful freedom from schoolboy drudgery and wander- 
ing at their own sweet wills down the nearest and most fascinating 
glades of literature, the medical student must sit down to five long 
years of hard and incessant work at science. During that period 
there is no possibility whatever of his keeping up his general 
reading. Hvery hour must be given up to the inexorable necessi- 
ties of his professional work. Before I began to study medicine I 
was an omnivorous reader; but so completely did my medical 
reading crush out of me all desire for general literature, that it 
was Jong after I graduated ere the desire for it returned. I had 
almost to force myself to it. Indeed, had I not been thrown into 
the society of some professional friends, who were men of culti- 
vated tastes and wide knowledge, the old love might never have 
come back. On the other hand, had I been plunged into a hard, 
busy, general practice, or planted away in a lonely country district, 
the local newspaper and the weekly medical journal might well 
have limited my mental horizon. Not for a moment do I mean to 
say that the varied studies involved in a medical education are not 
pleasant. They are more than that—they are entrancing. LHvery 
day brings fresh delights—the delights that children experience 
who ramble on a holiday into some unknown forest. But when 
they are over, what then? Then comes practice, with the weary, 
harassing, often disappointing, realities of life. Can the practi- 
tioner fly for solace and repose for his jaded mind to his student 
text-books ? I trow not. ‘The essay, the review, the poem, the 
incident of travel, the glamour of history, the romance: these are 
the things that for a short, sweet evening hour or two will carry 
him into a land where there are no querulous complainings of sick 
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men, no tearful faces of anxious relatives, no thankless words of 
ungrateful patients. 

This brings us to our third head—the argument that, when the 
practitioner comes home jaded and exhausted by a day of toil, he 
has neither bodily nor mental strength to sit down to read; but 
my contention is that, if the practitioner has learned to love good 
books, he will find in them the very thing he needs—rest and 
comfort such as he cannot get from anything else. If he has lost 
the love of letters he must force himself back to it. There may— 
there will be—an effort at first. Nothing that is really excellent 
is easy to do or to find. It is as with a beginner practising scales 
on a musical instrument—vweary, monotonous drudgery. But 
after he has patiently mastered these difficulties, he suddenly 
makes the discovery that he can play tunes, and straightway the 
whole realm of music lies open to him. Ever after he flies for his 
chiefest delight to that instrument which at first was so ungrate- 
ful and irksome. I would say, moreover, to those who hold that 
the life of the average practitioner is so engrossing and fatiguing 
that the utmost he can do is to read his newspaper and his medical 
magazine that there is no necessity to go outside the limits of our 
own profession to see how erroneous that view is. Look at the 
men who are our acknowledged leaders. They are, every one of 
them, men of cultivated minds, who know many things outside 
their own special craft. Surely their lives have not been easy 
ones: lives devoted to hard professional toil, to laborious scientific 
research, to the strain of lecturing and teaching. But there is 
none among them who has not found time to put into the prescrip- 
tion of his daily life what the old apothecaries used to call the 
‘‘corrective and adjuvant,” a good book by the fireside at night. 
Hvery wise man feels in his heart that, if he lives sufficiently long, a 
time will come when ambitious toil and money-getting labour will 
cease to satisfy. He recognises early the fact that in order to 
enjoy his old age he must not only have well-lined pockets but a 
well-stored brain; for the Frenchman La Bruyére was right when 
he said that man too often employs the greater part of his life 
only to make the remainder miserable. 

Ours is, no doubt, a hard and trying occupation; our climate 
for the most part is dull and depressing, our big towns are gloomy 
and unlovely, and we are said to take even our very pleasures 
sadly. Heinrich Heine, who never lost an opportunity of venting 


THE ANNUAL ORATION. oon 


his spleen on England, nevertheless worshipped Shakespeare. He 
called him “ The Sun of England.” He said: ‘ Shakespeare has, 
indeed, been a spiritual sun for that country, where the real sun 
is wanting twelve months in the year; for that island of damna- 
tion, that Botany Bay without a southern climate, that stone-coal- 
stinking, machinery-buzzing, church-going, and vilely drunken 
England.” For his charming comparison of the greatest of poets 
to the sun that lightens up the Englishman’s home we may forgive 
Heine his other savage words. Surely, with Shakespeare and 
Byron and Tennyson, with Scott and Dickens and Thackeray, 
with Carlyle and Macaulay and Prescott, even the humblest 
practitioner should be able to draw down some sun into his soul. 
Sir John Lubbock, in his own charming way, has always tried to 
make us look upon our books as our friends. They are, in truth, a 
man’s very best or very worst friends, just as he chooses to use 
them. There are not many men who intentionally cultivate the 
society of blackguards, and so there are not many who of malice 
prepense set themselves deliberately to read filthy or degrading books. 
But there area great many persons who are fond of pleasant, attrac- 
tive, careless friends—friends who are not too particular about 
anything; who do not do anything very bad, but who certainly do 
very little good; whose conversation, though amusing, is trivial, 
and who at heart are untrustworthy and unsatisfying. It seems 
to me that in literature that sort of friend corresponds to news- 
papers, trashy novels, and cheap magazines—all pleasant acquaint- 
ances in their way, but not good enough to be made the com- 
panions of a lifetime. Once a man elects to ally himself with 
these, his literary decadence is ensured. Noscitur a sociis. If you 
find him constantly in their company you will look round in vain 
for his bookcase. It is an immense pride and pleasure to us to 
think that of all the learned professions none in late years has 
advanced—none is advancing—in public estimation so rapidly as 
ours. Medicine, in place of being the scoff of every would-be 
wit or poetaster, as it was two centuries ago, is now regarded with 
astonishment and respect. We are not merely healers of the 
individual units of the population whom we call our patients. 
All through the length and breadth of the land medical officers 
of health stand on guard to ward off infection and pestilence 
from whole districts and cities. In the year 1872, at Manchester, 
that most sagacious and prescient man, Lord Beaconsfield, spoke 
VOL. XVI. 22 
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these words : ‘‘In my mind the great social question which should 
engage the attention of statesmen is the health of the people, for 
it refers to all those subjects which, if properly treated, may 
advance the comfort and happiness of man. A very great man 
and a very great scholar two or three hundred years ago said that 
he always thought that in the Vulgate that wise and witty King of 
Israel, when he said Vanitas vanitatum, omnia vanitas, should really 
have said Sanitas sanitatum, omnia sanitas. I am sure that, had 
King Solomon said that, he could not have said a wiser thing.” 
But the statesmen of his time, the followers of that haute politique 
which philosophised about the balance of power, and formed 
petty cabals in the drawing-rooms of the “Leo Hunters” of the 
day, contemptuously stigmatised his policy as “a policy of sew- 
age.’ Over twenty years roll by, and the other day the Marquis 
of Salisbury went down to Oxford to plead for the Radcliffe 
Infirmary. He said: “I believe that if you respond munificently 
to the appeal that is made to you you will do something more than 
place this infirmary in a position of which it need not be ashamed ; 
you will be taking a long step towards introducing more closely the 
cultivation of one of the greatest of sciences—the science of medi- 
cine—in this ancient university. I always think that science has 
scarcely received amongst us all the tribute that it ought to receive 
amongst the sciences which rest upon observation. It is the most 
sober, the most absolute, the most positive amongst all the sciences. 
Again, there is no other science which is but another name for a 
work of mercy; there is no other science that is so closely linked 
with the relief of human suffering as a remedy for human calamity 
in its most overwhelming form. It is a curious coincidence, a 
curious fact, that at this moment the whole tendency of scientific 
thought appears to be rapidly concentrating itself upon the fields 
in which medicine reigns supreme. In the early part of this 
century the infinitely small, or mainly the inanimate portion of 
creation—the atoms and all that surrounded them—ran supreme 
in the minds of scientific men. In the middle of the century it 
was something more delicate still—the discovery of the speciro- 
scope, and the meaning and interpretation of the infinitely small 
waves of that light whose nature we are not yet able to discern. 
Now, partly under the pressure of human necessity, there is 
another portion of the infinitely small—the bacilli—which is 
attracting more and more the attention of the scientific intellect of 
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Europe. Itis dangerous always to prophesy, but I do not think 
anyone who has watched the course of science will doubt that 
for a generation to come the investigation of these creatures, 
which have been revealed to us by new methods of research and 
by singularly patient labour, and upon which the lives of millions 
of human beings depend, will figure larger in the scientific field 
than any other object of study, and these are the special domain 
and privilege of medicine.” 

Gentlemen, the man who spoke these words followed in his early 
life the profession of letters. In his own magnificent home his 
relaxation is chemistry. He is the head of one of the noblest 
families of this land, and until recently he was Prime Minister of 
State. No man in so great a position has ever spoken of our 
profession in terms of such admiration and respect. To the sailor 
accustomed to watch with intensest eagerness the minutest 
changes of sea and sky it will often happen that the appearance of 
the tiniest ripple, the look of a cloud no bigger than a man’s hand, 
are things of profound importance. I regard this speech of Lord 
Salisbury as full of meaning. Itis a recognition in high places 
of the value of our art to our country at large. We are accus- 
tomed at hospital dinners and dispensary bazaars to hear from 
great noblemen—yea, even from Princes of the Blood—what good 
fellows we practitioners are. Mais ga ne fait rien. It is kindly 
meant and we take it kindly. But the speech of Lord Salisbury 
refers not to our worth as individuals, but to the public value of 
that profession of which even the humblest private in its ranks 
is proud: yes, gentlemen, and whose honour he has often died to 
maintain. I look forward with confidence to the time when 
important public duties will fall to the lot of members of our pro- 
fession, and when many posts of honour and distinction will be 
filled by them. Even at this moment is not a medical man holding 
a high and prominent position inthe Government of the country— 
Sir Walter Foster? But, looking forward, as we all must do, to a 
greater position for medicine in the future than ever she has had 
before, will it not be incumbent on her followers, more than ever, 
to show themselves worthy of her? And the thesis, which I am 
here to maintain to-night, is that we shall not be worthy of her 
unless we are something more than mere prescribers of physic 
and healers of wounds. In my youth I had it strongly recom- 


mended to me to stick to my profession and leave everything eise 
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severely alone. The life of a medical man was to see patients, 
do operations, order drugs, and collect fees. ‘I thank God that I 
entirely repudiated this idea of my profession. If I had adopted 
a should never have had the honour of being asked here to- 
night. I hold that an excessive devotion to the literature and 
work of our profession is a bad thing for us. It narrows us down. 
Life becomes made up of “cases.” I am quite certain, from my 
Own recollection and experience, that a teacher who knows nothing 
but the details of that section of the healing art which he practises 
never has the influence over his students that a man of general 
culture and catholic reading possesses. The latter has more 
humanity in him. He takes a broader view of affairs. He has 
learnt that there are other things in heaven and earth than such 
as can be heard through a stethoscope, or seen through a micro- 
Scope, or laid bare by a scalpel. Therefore I say that this know- 
ledge gives him power over the minds of his students, who 
irresistibly feel that he is not merely a great healer, that he is not 
merely an able teacher, that he is something more: that he is a 
widely educated man. What shall I say of those who do the 
general work of our calling? Some there are literally earning 
their bread by the sweat of their brow amongst the poor of our 
overgrown cities; some there are toiling in the blackness and 
darkness of mining or manufacturing villages; some there are 
braving the storm, the rain, the frost, on the bleak roads of a wild 
country practice. ‘To these men, if they would but learn to love 
reading, a solitary shelf of well-picked books would alone be 
enough to lighten and sweeten their lives. 

Some fourteen years ago a very clear-headed, common-sense, 
worldly-wise doctor, Milner Fothergill, wrote some very hard 
things about the social status of our profession, which he said was 
not equal to that of others. He unfortunately gave utterance to 
some remarks which were scarcely justifiable in the phraseology 
in which he put them. And so there fell upon him a terrible host 
of gentlemen, who wrote furious small-print letters in the medical 
journals denouncing him as a traitor to his colours—a bird fouling 
his own nest. On account whereof Fothergill for a while was very 
unpopular with that variety of practitioner who is always so ex- 
quisitely sensitive about the dignity of his profession. But I 
remember very well that the impression left upon me was that the 
furious letter-writers quite lost sight of the general bearing of 
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Fothergill’s just and courageous remarks and lashed themselves 
into a fiery indignation solely on account of a few indiscreet sen- 
tences which he had suffered to break loose. Now I maintain that 
he was in the main right. To become a gigantic mutual admira- 
tion body is a mistake. There can be nothing worse for us than to 
be ignorant of our weak places, and the man who, like Fothergill, 
points them out to us is certain to be a thousand times more keenly 
alive to the real dignity of our profession than the vulgar persons 
who boast so much about it and add so little to it. By mere virtue 
of our profession we do not rank socially with other professions. 
The most callow curate with his Oxford B.A., the youngest sub- 
heutenant of a marching regiment or a gunboat who wears Her 
Mayjesty’s uniform—“ Mr. Junior ” of the Bar mess—by mere virtue 
of his cloth is taken into any drawing-room in the land. It cannot 
be said that this is the case with the medical man. His profession 
alone will not take him anywhere. He has to make his social 
position for himself. That he can do so, and that he can hold his 
own with anyone is apparent everywhere. Nay, I will go further, 
and say that no man commands more social respect than a well- 
bred, well-read practitioner. Huis education covers a great range 
of subjects and embraces more than that of other professions. It 
makes him a more entertaining and companionable friend, a more 
valued and respected guest. Even the querulous Pope said of us : 
“They are in general the most amiable companions and the best 
friends as well as the most learned men I know.” So much the 
more reason, then, why our whole profession, down to the youngest 
graduate, should be men of such good general culture that their 
company should be welcomed not merely by the rich (for of these 
I make little account), but by all those whose weil-trained minds, 
whose liberal ideas, and whose refined manners constitute them the 
true society of our country. 

The other day I went to pay a visit to one of my oldest and 
kindest medical friends. For half a century he laboured in general 
practice, and retired some seven or eight years ago with a modest 
but sufficient competence. I found him, at 80, not strong, but 
upright in carriage, with hearing perfect, and an eye that can read 
the smallest print. When I came in upon him in the afternoon, 
two or three old friends were taking tea with him, and merry 
grandchildren were bringing him his cup and his plate. I went 
with him after a while to have a chat and a cigar in his study. I 
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knew him always as a reader, and so I was not surprised to find 
“ Joseph Andrews” lying on the table, nor to hear him say that 
he was just going through Fielding again, and that the oftener he 
read him the more he enjoyed him. We talked about friends and 
old times and practice, and many things besides, but we got back 
eventually to reading, and his last words were: ‘ Not for a thou- 
sand a year would I lose my love of reading.” 

Gentlemen, when we come to 80, may the evening cf our days, 
like that of my old friend’s, be made supremely happy by troops of 
friends and the love of good books. 
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November 14th, 1892. 


A CASE OF TUBERCULAR ULCERATION OF THE 
PHARYNX SUCCESSFULLY TREATED WITH 
LACTIC ACID. 


By Percy Kipp, M.D. 


On the posterior wall of the pharynx there is a large and some- 
what puckered, white cicatrix with some surrounding vascular 
injection, and a small nodule is seen on the right side. The left 
posterior pillar of the fauces is thickened and adherent to the 
posterior wall. Its surface presents a pale, greyish-pink, granular 
appearance. The corresponding pillar on the right side is in the 
same condition, but is not adherent to the back of the pharynx. 

Both tonsils show a ragged pale-pink surface. At the base of 
the tongue on the right side there is a small, nodular swelling 
which is slightly ulcerated at its centre. 

The larynx presents the following conditions: Epiglottis swollen, 
slightly reddened, and the free edge ulcerated; aryepiglottic folds 
and arytenoid regions of pale pink colour, and somewhat swollen ; 
vocal cords normal. 

There are signs of infiltration of the apex of the left lung, and 
the sputum contains tubercle bacilli in small numbers. 

History.—Annie C , aged 41, married, seven children. 





Cough, expectoration, pains in the chest, and wasting commenced 
about Christmas, 1891. In the following spring she became an 
out-patient under Dr, Acland, at the Brompton Hospital, when 
signs of phthisis were detected at the left apex. Throat symptoms, 
which had been present for two or three months, now became very 
severe, and the patient was sent to me at the Throat Department 
of the hospital in May last. The patient was then extremely 
wasted, anemic, and feeble, and complained of agonising pain in 
the throat on swallowing, which almost entirely prevented her 
from taking food. 
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The pharynx was then. extensively ulcerated on its posterior and 
lateral walls, the surface of the ulceration coarsely granular, 
marked with bright red points, and coated with thick greyish- 
yellow secretion. The tip of the epiglottis was slightly swollen 
and congested, but the larynx in other respects was healthy. 

After thorough cocainisation, lactic acid (50 per cent. solution) 
was rubbed into the ulcerated surface, at first once a week, after- 
wards twice a week. The pain on swallowing was somewhat 
mitigated after a few applications, but it was not till the fourteenth 
application that the ulceration showed definite evidence of healing 
and cicatrisation. The concentrated pure lactic acid was now 
substituted, and slow but progressive improvement ensued. 
Twenty-two applications of lactic acid have now been made, 
extending over a period of five months. 

Unfortunately, while the pharyngeal disease was mending, the 
epiglottis became more swollen, and ulceration has recently de- 
veloped. Lactic acid has been lately applied, and some improve- 
ment is already noticeable. 

The general treatment has consisted in the use of cod-liver oil 
and an alkaline bitter tonic. The pain in the throat has been 
relieved by lozenges of cocaine (gr. 1), and by brushing with 
menthol (20 per cent. solution in olive oil), before meals. 


TWO CASES OF LEFT INGUINAL COLOTOMY. 
By D. H. Goopsatt, F.R.C.S. 


Mr. Goopsaut exhibited a clerk, aged 47, on whom he operated 
in January, 1890, for fissure of the anus, and he then found a 
tumour growing from the sacrum and extending into the pelvis on 
the left side. At the end of October, 1890, the abdomen began to 
show signs of distension, and on November 10th, 1890, a left 
inguinal colotomy was performed. Two days later the bowel was 
opened by a linear incision, and a month afterwards he left the 
hospital. He had since increased much in weight, and at the 


present time the characters of the tumour appeared to be un- 
changed, 


Mr. GoopsatL likewise showed a French polisher, aged 70, who 
had been the subject of cancer of the rectum. He had lost flesh 
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for two years, and had passed blood from the rectum for about 
three months, there being about six motions daily, accompanied by 
prolapse. The carcinomatous growth occupied the posterior three- 
fifths of the rectal wall. It began about 1 inch above the anus, 
and extended upwards for 3 inches, being freely mgvable. Left 
inguinal colotomy was performed on June 14th, 1892, and a longi- 
tudinal incision was made into the bowel two days later. On 
June 28th, 1892, the lower end of the rectum was removed to- 
gether with the growth, a small incision being made behind the 
anus, a pair of blunt-pointed scissors only were thus used to 
separate the rectum from the surrounding tissues, section of the 
gut being performed by a wire écraseur. The patient left the 
hospital thirty-six days after the removal of the growth. The 


site of the anus was occupied by a scar, and the man had since 
gained in weight. 


“CAISSON” WORK IN BLADDER SURGERY. 
By E. Hurry Fenwicr, F.R.C.S. 


Mr. Hurry Fenwick gave a description of what he called 
“caisson” work in bladder surgery. To remove a small growth, 
he made a limited anterior incision into the bladder, and then 
sunk in an open cylinder somewhat like a Fergusson’s speculum ; 
this being pressed against the floor of the bladder over the growth, 
the water was sucked out, and he operated under the direct 
influence of a powerful electric light. For these sessile growths 
under the old method a large incision into the bladder was 
required, together with a big rectal bag. With the method he 
demonstrated it was not only possible to remove the growth, but 
also to apply the cautery with exactitude. He exhibited two 
patients from whom he had removed sessile villous growths by 
this method. 


CASE OF RADICAL CURE OF HERNIA. 
By C. B. Locxwoop, F.R.C.S. 


Mr. Locxwoop showed a case to exemplify some points in opera- 
tions for the radical cure of hernia. The patient was 40 years old, 
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and had genu valgum. On the right side he had a very large 
scrotal hernia, and on the left a smaller one; he also had a small 
umbilical hernia. The scrotal herniz were of ten years’ duration, 
and prevented him from following his occupation, which is that of 
a toy maker. The largest and strongest trusses made by the City 
of London Truss Society failed to keep the ruptures up. The 
right hernia was operated upon first. The sac contained the cecum, 
vermiform appendix, and the end of the ileum; its mouth was 
very big, and was secured with a sponge thrust into the abdomen. 
A quantity of large veins and the constituents of the cord were 
adherent to the back of the sac, and had to be torn off. The first 
point exemplified was that an operation of this kind could all be 
done through a small incision coterminous with the inguinal canal, 
but that stripping off the veins caused phlebitis, and subsequent 
orchitis. On the left side a similar operation was done, but the 
cord was free, and no orchitis resulted. Next, the simplicity and 
safety of these operations was exemplified. Both wounds healed 
under a single dressing, and, except for the orchitis, the patient 
experienced no discomfort. The effects of neglect were also 
exemplified. On the left side, where the inguinal canal had not 
been obliterated the operation was easy, and the operation gave 
a very strong occlusion; on the right side there was no inguinal 
canal, and the operation was difficult aud less certain, Further, 
as the general condition of the patient was so defective, with prob- 
able prolapse of his mesentery, peritoneum, and kidneys (it was 
thought that the kidneys could be felt), the patient was advised 
that the operation was not a curative one, and that he would be well 
advised to wear a light truss when engaged in active operations. 


A CASE OF BONY TUMOUR OF THE ASCENDING 
RAMUS OF THE ISCHIUM ASSOCIATED WITH 
DISEASE (CHARCOT’S) OF THE HIP, 


By George R. Turner, F.R.C.S. 


THe patient, J. B——, a sailor, aged 38, first noticed at sea in 
December, 1891, that his right knee was swollen. This was 
followed by swelling and pain in the right hip and thigh. He 
was obliged to give up work for the rest of the voyage, and could 
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only get about on crutches. He came to the Seamen’s Hospital in 
April, 1892, with a history of gradual shortening of his right leg. 
There was no history of syphilis or rheumatism. He admitted to 
having had gonorrhoea; never any injury. He presented on 
admission no symptoms of tabes. There was eversion and shorten- 
ing of the right lower extremity: the top of the tréchanter major 
touched Nélaton’s line. Muscles of the right thigh wasted and 
flabby. The knee was quite normal. He had been in the hospital 
some four weeks before some thickening and irregularity about 
the rami of pubes and ischium was noticed. This increased some- 
what rapidly so that in time a well-marked bony tumour con- 
nected with the ischium could be felt. There were still no 
symptoms of tabes. He had no difficulty with micturition or 
defecation. Mr. Turner, on June 28th, 1892, removed a bony 
tumour the size of a small Tangerine orange, which was growing 
from the ascending ramus of the ischium. There was another 
bony mass nearly loose in the cellular tissue separating the 
adductor muscles. The wound healed by first intention. The 
eversion of the limb could now be rectified, and the patient, who 
previously had to use crutches, was again able to walk. In Sep- 
tember, rapid effusion into the hip joint occurred with well- 
marked crackling on movement. The shortening of the limb 
progressively increased to as much as 34 inches. This was its 
extent when the man was shown to the Medical Society. On 
pulling on the limb it could be entirely rectified, and was 
obviously due to displacement of the altered head of the femur on 
to the dorsum ilii. There was free crackling on moving the hip, 
but no pain, The pupils responded to light, but there was entire 
loss of the patellar reflex, and some slight unsteadiness on stand- 
ing with the eyes shut. There never had been any gastric crises 
or lightning pains in the limbs. There was no loss or alteration 
of sensation. His micturition, except for some delay at its com- 
mencement, was normal, Mr. Turner thought the chief interest 
of the case consisted in the association of the bony tumour with 
the disease of the hip. The latter, although the evidence of tabes 
was not complete, was probably Charcot’s joint disease. ‘The 
bony pelvic tumour growing from the ascending ramus of the 
ischium was some distance from the joint. Was it a mere coin- 
cidence, or did such bony enlargement accompany such cases of 
joint disease ? 
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CASE OF LEPROSY IMPROVING UNDER 
‘TREATMENT. 


By PS. Appanam, M.D. 


Dr. Apranam re-exhibited a lad whom he had shown last year 
suffering from leprosy, which had improved under treatment. The 
diagnosis had been confirmed on his arrival from Demerara, and 
since then there had been a marked retrogression in the mani- 
festations of the disease. He had been at first submitted to injec- 
tions of tuberculin, had regularly taken chaulmoogra oil, plasters 
of chrysarobin had been applied locally, and at present he 
was taking cod-liver oil together with 16 grains daily of gyno- 
cardate of maynesia. His present diet included fish. 

The Presipent referred to several cases under his care which he had 
treated on a simple plan with nux vomica, small doses of arsenic, together 
with a plentiful nutritious diet, and all had improved. He had very 
little faith in the drugs used, and believed the more important factors to 


be the climate and the diet. All the cases he believed to be absolutely 
non-contagious. 


CASE OF PULSATILE TUMOUR OF THE NECK. 
By G, A. HerscHett, M.D. 


Dr. Herscuett showed a woman, aged 70, with a pulsatile 
tumour of the neck, which she had noticed for three years. He 
believed it to be a fusiform dilatation of the carotid, and the only 
symptoms attributable to it were occasional fainting fits. 

(V.B.—The patient subsequently developed a similar swelling 
on the opposite side, and.two months afterwards suddenly dropped 
down dead. No post-mortem could be obtained. | 


CYSTIC TUMOUR OF THE AURICLE. 
By A. Marmapvuke SHEILD, F.R.C.S. 


Mr. Suerip showed a cystic tumour of the auricle in a man, 
aged 44, which. had existed since 1864.. He believed it to be of 
sebaceous origin. ' 3 
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ULCERATION OF THE EDGES OF THE EARS. 
By A. Marmapuxke Suetnp, F.R.C.S8. 


Mr. Suerip likewise showed a youth, aged 17$ the subject of 
ulceration at the edges of the ears, which had come on in the 
summer. ,There were no signs of Raynaud’s disease. 


January 30th, 1893. 
ILLUSTRATIONS OF VARIOUS DISEASES. 
By the President, JonaTtHan Hurcurnson, F.R.C.S., F.R.S. 


Tue President exhibited some recently executed drawings and 
photographs illustrating various diseases. He mentioned that 
there was now a photographic department at the Royal College of 
Surgeons where any case of interest could be photographed free 
of charge, and where duplicates of portraits taken there could be 
obtained for lectures or other purposes. He showed a specimen. 
of fracture of the fibula accompanied by complete displacement of 
the foot outwards, which was kindly lent by Mr. Thomson, of 
Dublin. He also exhibited a photograph of a man suifering from 
gout, showing a large deposit of uric acid in the iris, unaccom- 
panied by iritis. The patient’s hands were deformed with tophi. 
He exhibited the painting of a case of cancer following on eczema 
of the face, the latter being a sun eruption in a patient from the 
West Indies. Another drawing showed indurated scrofulous 
tumours on the legs of a girl, the affection described by Bazin as 
erythema induratum. Another series of water-colour drawings 
illustrated the condition known as urticaria pigmentosa, which 
began, he believed, in flea-bites, and which usually vanished in 
adult life. Another illustration represented herpes zoster extend- 
ing down the leg quite to the ankle. Then there were illustrations 
of multiple cartilaginous tumours connected with the digits; of a 
condition of granuloma of face following inoculation from “ greasy 
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hoof” in a horsekeeper ; two photographs of congenital absence 
of the tibia and of the ulna; a picture of multiple malignant 
tumours of the scalp occurring in association with ordinary 
sebaceous cysts; and a photograph of an aneurysm on the side of 
the face. 


UMBILICAL FISTULA IN AN INFANT. 
By Lronarp G. Gururiz, M.B. 


Dr. Gururiz showed the intestines of an infant, who died at the 
age of 6 weeks from the effects of umbilical fistula. The latter 
was a pervious Meckel’s diverticulum leading from the ileum 
12 inches above the ileo-cecal valve, and opening on the surface 
of the abdomen. He thought that the specimen threw some light 
on the method of development of umbilical polypus. 


CASE OF EXTREME DEFECT OF SPEECH IN A BOY. 
By Watrer B. Happen, M.D. 


Dr. Happen showed a boy, aged 6, who had an extreme defect 
of speech. He was intelligent above the average, had no local 
defect in the mouth, and was not deaf. He could pronounce the 
labials and dentals, but not gutturals, and sounds from the back 
of the throat he found unpronounceable. The case was quite 
curable by education, and was similar to one he had shown at the 
Neurological Society. 


Dr. Hate Wuire said the case was similar to those shown by 
Mr. Golding Bird and himself at the Royal Medical and Chirurgical 
Society. They had preserved phonographic cylinders of those cases. The 
patient shown did not, like those cases, so constantly reproduce the same 
sound for the same word. Dr. Perry had suggested the name of 
“idioglossia” for the disease. They had been taught to speak by the 
aural method. It was interesting to note that though they had their own 
language yet they wrote to dictation correctly. 

Dr. HappEN, in response to the President, said that he had seen 
altogether some six or seven cases, each being the only one of the family 
affected. 
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CASE OF COMPOUND DEPRESSED FRACTURE OF 
THE SKULL. 


By Herzert W. Atiineuam, F.R.C.S.6 


Mr. Hersert ALLINGHAM showed a lad who had been brought to 
the Great Northern Hospital with a compound depressed fracture 
of the skull. There was considerable hemorrhage from the middle 
meningeal artery, with laceration of the brain. After picking out 
the comminuted fragments, a large aperture was left, which he 
covered over with a flap of periosteum turned down from the 
healthy bone above. The boy made an excellent recovery. 


TWO CASES OF INGUINAL COLOTOMY. 
By Hersert W. AtiineuaM, F.R.C.S. 


Mr. Hersert ALLINGHAM likewise exhibited two cases, both 
females, aged 33 and 42 respectively, admitted with stricture and 
ulceration of the rectum. He performed inguinal colotomy, and 
cut off a very large length of sigmoid colon from each, in order to 
prevent prolapse, with, in each case, a satisfactory result. 


CASE OF KELOID. 
By Cuarues Stonnam, F.R.C.S. 


Mr. Stonnam showed a boy, aged 7, who two years ago sustained 
a severe burn; four months afterwards, keloid formation com- 
menced in the scars. One of the patches was slowly disappearing, 
but the others remained stationary. 


CASE OF CONGENITAL SACRAL TUMOUR. 
By Cuarnes STONHAM, FRCS: 


Mr. Sronnam likewise exhibited the sister of the above boy, 
aged 4 months, with a tumour, mainly over the left buttock, but 
reaching to the middle line. It was hemispherical in shape, and 
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extended down to the folds of the nates. It was soft to the touch, 
was attached to the deeper parts, and was painless on manipula- 
tion. At the lower segment was a small, nipple-like projection. 
He thought it was probably a fibro-cellular tumour with a con- 
siderable quantity of fat. 


A CASE OF ULCERATION OF AURICLES. 
By C. B. Locxwoop, F.R.C.S. 


Mr. Locxwoop showed a case of gangrene of both ears, in which 
the patches of gangrene were symmetrical and similar to those 
described by Raynaud. At a first glance the patches might be 
mistaken for the results of frost bite, of this there was, however, 
no history. The disease began gradually during the mild weather, 
and though there was no anesthesia, yet the pupils were unequal 
and did not react well to light, suggesting a trophic nerve lesion. 
There was absence of albumen and blood pigment from the urine. 
He concluded with some remarks in reference to the treatment. 


CASE OF ACNE-KELOID (BAZIN) [DERMATITIS 
CAPILLARIS (HEBRA)]. 


By James STarvin. 


THIS case, a young man, aged 27, came under my observation at 
the London Skin Hospital, Fitzroy Square, on the 29th of Nov- 
ember, 1887, telling me the disease began as an attack of acne in 
1884. He had been under various treatments until then. He was 
then under my care for a few months, under the ordinary treat- 
ment for acne. I then lost sight of him until a month ago, and 
found him in the condition in which you have now seen him. In 
the ‘ Pathological Society’s Transactions’ of 1882, Mr. Morrant 
Baker’s case with illustration more nearly approaches the cha- 
racter of the numerous keloids in this case; and in the same 
Society’s ‘Transactions’ of 1883, Mr. Clutton describes a case 
following lupus and subsequent development of keloid in other 
operation wounds ; and in 1884 Mr. Roger Williams quotes a case. 
The cases quoted by Professor Kaposi in his chapter on Frambeesia 
I do not recognise as identical with these cases of true acne keloid 
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—a conjoint disease having all the main characteristics of both 
(Hutchinson). The disease seems to me to be “a chronic inflamma- 
tion of the corium on the site of the acne induration, in consequence 
of which a free growth of connective tissue and blood vessels with 
papillary outgrowths in keloid form result.” Why they take on 
this keloid growth I cannot say. On manipulation the tumours 
are well defined, firm, and elastic, and on microscopic examination 
show in the deep part of the corium a dense fibrous network with 
long oval nucleated cells, permeated by numerous large vessels, but 
there is no sign of a small cell infiltration in the mass, and the 
epidermis in both superficial and deep layers is normal. 

The reason I brought this case before the Fellows is that it is 
unique in the multitude and size of its keloids. 


CASE FOR DIAGNOSIS. 
By A. Marmaduke Sueibp, F.R.C.S. 


Mr. SHeitp showed a case for diagnosis. It was that of a youth, 
aged 16, who had been subject to rheumatic pains. The right 
hand and arm were getting weak, and the fingers were cold and 
glossy; the pulse was the same on both sides, but the neck was 
held very stiffly. In the right subclavian triangle was a distinct 
bony formation. In discussing the diagnosis he excluded the idea 
of a cervical rib; considered the possibilities of its being myositis 
ossificans, or diffuse osteoma, springing from the vertebre, but 
inclined to the idea that it was probably a case of “ quiet’ cervical 
caries, with hyperostosis round the diseased parts. 


CASH OF PSEUDO-HYPERTROPHIC PARALYSIS. 
By W. Pasteur, M.D. 


Dr. Pastrur showed a boy, aged 17 years, the subject of pseudo- 
hypertrophic paralysis. The case was chiefly remarkable in that 
the disease appeared to have become arrested. 

Eb, iy ,aged 17. Had always been delicate. His father was 
an epileptic, and his mother weakly. He has five brothers alive, 
who are all delicate and anemic. Of two sisters living, one is 
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consumptive, the other anemic. In childhood, H. R was: 
unable to play about as other children did. He never could run, 
and had a little trouble in rising from the sitting posture. He 
began to walk at eighteen months. When he was 12 years old, he 
obtained a situation at a stationer’s, involving light work and little 
moving about, and kept it for several years. He recently gave it 
up, on account of fatigue from the constant standing it involved. 
_ His mother states that he has always had very large calves, and 
very thin thighs. 

Present Condition.—There is typical hypertrophy of both calves, 
the effect of which is heightened by contrast with the very wasted 
thighs. The infra-spinati are also distinctly enlarged and hard. 
With the exception of the extensors of the forearm, the upper 
limb muscles are generally flabby and wasted. The gait is not 
very characteristic, and it is an interesting fact that he has 
attended the out-patient departments of several general hospitals 
at various times during the last seven years, apparently without 
arousing any suspicion of the true nature of his disease. There 
is well-marked lordosis, and he exhibits in a slight degree the 
characteristic manner of rising from the recumbent posture. The 
hypertrophied muscles react to moderate faradic and galvanic 
currents, but the thigh muscles contract only to strong currents. 








Rebruary 27th, 1893. 
CASE OF LEPROSY IN COURSE OF RECOVERY. 
By the President, Jonarnan Hutouinson, F.R.C.S., F.R.S. 


THe Presipent exhibited a patient who was recovering from 
leprosy, and who had been under his observation for two or three 
years. He had lived abroad, and had become the subject of ordin- 
ary leprotic patches on the hands and feet, which had extended 
upwards. The ulnar nerves were so enlarged as to be easily felt. 
At the present time all the patches had disappeared, but the hands 
and feet were insensitive to heat and cold, and also to pain. The 
treatment had been long continued, small doses of arsenic, and the 
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entire absence of fish from the diet. He had under observation 
another similar case, which had also recovered as far as recovery 
was possible. Recovery was the rule in mild cases treated in the 
English climate with regulated diet. He held that a diet of fish 
was of primary importance in the production of she disease, and 
that, though English fish was not able to start the disease de novo 
in a healthy person, yet a fish diet contributed to its develop- 
ment. 


ACUTE OSTEO-MYELITIS OF EACH HUMERAL DIA- 
PHYSIS ; DOUBLE RESECTION ; RECOVERY. 


By Epuunp Owen, F.R.C.S8. 


Mr. Epmunpd Owen showed an infant which had suffered from 
double acute septic osteo-myelitis of the humeri at their upper 
ends. He stated that on June 10th, 1892, a male child, 2 years 
1 month old, was brought into the Hospital for Sick Children, in a 
state of extreme exhaustion. The mother said that a little more 
than a fortnight previously he had had a series of fits; that since 
then he had been feverish and unable to eat, and that on the day 
before his admission she had noticed that the shoulders were 
swollen, hot, and painful. On admission, the child was found to 
be somewhat rachitic, and very anemic and ill. The temperature 
was 104°4°. The skin over each shoulder was tense, red, shining, 
and hot, and marked with distended veins. Fluctuation could be 
obtained across the joints. The case was diagnosed as one of 
acute septic inflammation of the upper end of each humeral 
diaphysis, with implication of the shoulder-joints. The child was 
therefore at once taken into the theatre, and when he was anesthe- 
tised Mr. Owen opened one abscess by cutting through the deltoid, 
whilst the surgical registrar, Mr. Wagstaff, did the same for the 
other. On both sides the joints contained pus, the cartilage of the 
humerus being extensively destroyed. The head of each humerus 
was resected, and the end of the diaphysis was scraped out. The 
joints were then washed out with a solution of chloride of zinc, 
drainage-tubes being inserted. The wounds were dressed with 
wood-wool, and the arms were fixed to the sides. The child made 


an uninterrupted recovery, the joints being left freely movable. 
23—-2 
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Mr. Owen remarked that acute septic osteo-myelitis is one of 
the most serious conditions which can be met with in children. 
The inflammation is usually preceded byan injury which has lowered 
the vitality of the bone, or by some fever which has left the child 
in an enfeebled condition, so that the micrococci (which are pro- 
bably lurking in or about every child) are enabled to obtain a_ 
foothold in, and spread devastation through, the tissue. The deli- 
cate new bone at the end of a diaphysis is the favourite seat of the 
disease, and in very little children the neighbouring joint may be 
quickly involved. So often, indeed, does this happen, that these 
cases were once grouped together to form, as it were, a special 
disease, under the name of ‘‘acute arthritis of infants.’”? Sub- 
sequent experience has shown, however, that there is no need for 
such a classification. The lesion is not primarily a joint disease, 
nor is it av epiphysitis. It is at first a diaphysitis close to the 
junction-cartilage. Perhaps the best name for it is para-epiphysitis. 
Not a few of the subjects of the disease die outright from shock, 
whilst others succumb to acute blood-poisoning. If recovery does 
take place, it is usually at the expense of the joint, if not of the 
limb. The simultaneous affection of the two shoulders, as recorded 
above, points, I think, to the constitutional origin of the trouble 
(as opposed to that of local injury); whilst the recovery of an 
apparently moribund infant after resection of the upper extremity 
of each humerus shows once more the importance of prompt and 
vigorous treatment in every case, however apparently hopeless. 


CASE OF NON-MALIGNANT STRICTURE OF THE 
RECTUM, WITH PLEURITIC EFFUSION; THIRTEEN 
TAPPINGS ; SUBSEQUENT LEFT ILIAC COLOTOM 


By F. pr Havittanp Haut, M.D., and D. H. Goopsatt, F.R.C.S. 





oe yfemale, aged 42, shoemaker, married, no children. In 
December, 1883, was operated on at St. Mark’s Hospital, by Mr. 
William Allingham, for piles. In January, 1884, while at a con- 
valescent hospital she had a fall which caused an ischio-rectal 
abscess and subsequently a fistula; in the following May, Mr. W. 
Allingham operated on her for fistula, and she was under his 
care in November, 1886, for stricture. In 1888, Mr. W. Alling- 


CASE OF TRAUMATIC RUPTURE OF THE URETHRA. 307 


ham, having resigned his surgeoncy at St. Mark’s, the patient came 
under Mr. Goodsall’s care. The patient first showed signs of 
syphilis in March, 1890; there was a rash on the face and arms; 
occasionally large quantities of blood from the rectum, from which 
there was a constant discharge, were passed. She yas re-admitted 
into the hospital on the 11th October, 1890, when the stricture 
was dilated and a vulcanite tube introduced, the patient being 
discharged on the 3rd November, 1890. On February 27th, 
1892, she was again admitted for colotomy, but her condition 
was so bad that the operation was postponed till her health had 
been improved. On April 3rd, 1892, Dr. de Havilland Hall, 
having been asked to see her because of gradually increasing 
dyspnoea, removed 57 ozs. of flaky serous fluid from the left 
pleural cavity (maximum temperature during the preceding fort- 
night, 99°; minimum, 97'4°) and from this date to the 12th July 
the patient was tapped thirteen times, 705 ozs. in all being removed 
from her left pleural cavity. On July 5th, left iliac colotomy was 
performed, a large quantity of ascitic fluid escaping during the 
operation; two days afterwards the colon was opened, and on the 
third day the bowels acted for the first time through the artificial 
anus. On the 5th October, the patient was discharged, the rectum 
being almost closed by the contracted stricture. 


CASE OF TRAUMATIC RUPTURE OF THE URETHRA. 
By A. Pearce Govtp, M.S. 


Mr. Pearce Goutp showed a case of traumatic rupture of the 
urethra in a man, aged 41, who slipped from a ladder and fell 
astride an iron railing. Onadmission into the Middlesex Hospital 
the scrotum was distended and cedematous. A median incision 
was made, and the corpus spongiosum was found to be completely 
divided. A catheter was passed into the bladder, and the divided 
ends of the urethra were sutured together with silk. After the 
first night not a drop of urine escaped from the wound, the deep 
part of which healed by first intention. He referred to two other 
cases. The first case was that of a boy aged 7, in whom he 
sutured a completely divided urethra, and then closed the perineal 
wound, draining above the pubes; in this case the perineal wound 
healed at once. The second case was that of a man aged 27, who had 
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bladder trouble which led to a digital exploration through a peri- 
neal wound. The wound was not sutured, but a firm pad was 
applied; nevertheless not a drop of urine escaped through it, and 
it healed by first intention. The cases illustrated the advisability 
of stitching together a ruptured urethra and showed that it was 
not necessary to leave the wound open, one of them demonstrating 
that though the urethra might be ruptured completely across, yet 
the patient could pass urine as if nothing had happened. 


CASE OF CHRONIC ENLARGEMENT OF THE SPLEEN. 
By Epmunp Cavtiey, M.B. 


Dr. E. Caurnzy brought forward a young woman suffering from 
chronic enlargement of the spleen. She was 26 years of age and 
the increase in the size of the spleen had been noticed since she 
was 11. It now extended down to the iliac fossa. The red blood- 
corpuscles were only half their normal amount, and the proportion 
of white to red was as 1 to 100. There was no history of malaria, 
syphilis, or of hemorrhages. 

The main points raised in connection with the case were the 


questions of causation and prognosis. 


A PROBABLE SYPHILIDE REFRACTORY TO 
TREATMENT. 


By P. S. Apranam, M.D. 


Dr. P. ABprRanHAM showed a patient, aged 58, with an eruption on 
the face, which had proved refractory to treatment. He had re- 
garded it as probably syphilitic because of its rapid development, 
its serpiginous raised margin, the patient’s history of numerous 
miscarriages, and the favourable action on it of iodides when first 
administered. It had recently altered much in character. 


The PrestpenT looked upon it as lupus rather than syphilis, because 
the latter was attended by more inflammation and less growth. 

Dr. Cotcorr Fox regarded it as true lupus—a tuberculosis of the skin 
of the face. 

Dr. Heron suggested the injection of tuberculin to make the differential 
diagnosis. 


CUTANEOUS NAVUS OF LEFT UPPER EXTREMITY, 
WITH GENERAL ENLARGEMENT OF THE LIMB. 


& 


By Monracue Murray, M.D. 





EK. W , aged 21, labourer. Has had from birth a cutaneous 
nevus involving the whole of the left upper extremity. The 
upper half of the left side of the thorax is largely covered with the 
same kind of skin. The nevus in some places reaches, but does 
not cross, the mid-line. The hand and lower part of the forearm 
are generally blue, the rest bluish-red, but patient states that some 
years ago the whole extremity was of the bluish tint. The bones 
of the limb are larger and the muscles somewhat stronger than 
on the opposite side. The man is not left-handed, but he is con- 
vinced by experience that he can reach farther and accomplish 
harder work with his left than with his right arm. 


R. Li 
Length (acromion to finger tips)..........4. 32°00 in. 33°5 in. 
yet a 6 Pe to olecranon) elbow flexed. 15°56 ,, 16°00.) 
Width between condyles of humerus........ 31 ,, 3°35 ,, 
a sy Styloid processes ....e+essee 2-4 ,, ts ae 
CirenmierenCe Of BLMia. ose ccwcsd coherences, LOUIS, TO) 4 
wv WEES «00S ta dn atle'se aac | ee, yy OP 
Dynamometer (average of Six) .......ssee0. 80 lbs. 115 lbs. 
Water displaced by hand and forearm ...... 84 ozs. 100 ozs. 
- B hands. alone s< aie acter LO, 23 


CASE OF DUPUYTREN’S FRACTURE. 
By JonatHan Hurcntnson, Jun., F.R.C.S. 


Mr. J. Hurcursox, jun., showed a man with supposed 
Dupuytren’s fracture. The accident happened 16 months ago, 
and there was much difficulty in the reduction. The limb had 
been constantly and increasingly painful since. There was an 
increase of an inch and a half in the distance between the tibia 
and fibula at their lower ends, with only slight movement at the 
ankle-joint. 
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CONGENITAL TUMOUR IN AN INFANT. 
By A. Marmapvxke SHEILD, F.R.C.S. 


Mr. SHeEitp showed an infant, 6 months old, which had at birth 
a tumour in its pectoral region. The tumour did not appear to 
communicate with the pleura, was partly lobulated, and was, he 
believed, a fibro-fatty growth. 





CONGENITAL WARTY GROWTHS OF THE HAND 
AND FOOT.—FUNGATING SORE. 


By A. MARMADUKE SHEILD, F.R.C.S. 


Mr. Sueitp showed two further cases: one of congenital warty 
growths of the hand and foot, and the second that of a large 
fungating sore about the anus in an elderly man, which was at first 
regarded as epithelioma, but which had rapidly disappeared under 
antisyphilitic treatment. | | 
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CURED MENINGOCELE. 
By Srepuen Pagzrt, F.R.C.S. 


Mr. Srepuen Pagur exhibited a man with a cwred meningocele 
in the situation of the posterior fontanelle. 





Apri 17th, 1393. 
EXCISION OF THE CLAVICLE FOR SARCOMA. 
By W. F. Hastam, F.R.C.S. 


Mr. Hastam (Birmingham) showed a man, aged 31, whose 
clavicle he had completely excised five months ago for sarcoma. 
The patient had noticed, about nine weeks before his admission to 
the hospital, that lifting weights at his work caused pain in his 
right clavicle; this pain continued for about a month, and then, 
for the first time, he felt a lump about the size of a walnut towards 
the sternal end of the bone; this gradually increased in size, and 
the pain diminished. On admission, a tumour was found on the 
right clavicle, oval in shape, and situated just externally to the 
sternal end of the bone, measuring 44 inches horizoutally, and 
23 inches vertically. The surface was smooth and firm, though 
its consistence varied somewhat in places, and here and there dis- 
tinct crepitation could be elicited on pressure. As far as could be 
ascertained, the growth was principally on the anterior aspect of 
the bone, though it extended upwards and downwards. The skin 
was freely movable over it, and there was no evidence of any 
pressure on the subjacent venous trunks. There was no history 
of syphilis. Removal was effected by means of an incision along 
the whole length of the bone, and a short vertical one carried 
upwards over the most prominent part of the growth. The 
attachments of the deltoid and trapezius were next cut through, 
the acromio-clavicular joint was opened, and the conoid and 
trapezoid ligaments were divided; this allowed the outer end of 
the bone to ke raised, so that the subclavius could be dissected off. 
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After division of the sterno-mastoid and pectoralis major, the 
sterno-clavicular articulation was cut through, the rhomboid liga- 
ment divided, and the bone removed. No hemorrhage of any 
importance was encountered until a small portion of the growth 
adherent to the deep cervical fascia was being dissected off, when 
a medium-sized vein was cut just as it was perforating the fascia. 
A drainage-tube was inserted, and the wound dressed with blue 
gauze. Healing was somewhat prolonged, owing to suppuration 
taking place, but by providing a free exit for pus no harm resulted, 
and the temperature only once reached 100°6°. At the present 
time the cicatrix is sound, and there is singularly little deformity 
resulting from tbe operation, the point of the shoulder being 
nearly as high as the other, and not appreciably nearer the middle 
line. The movements of the arm, though not yet as free as 
normal, are considerable. On examination of the tumour, the 
amount of growth was found to be small in proportion to the new 
bone formation, and its origin was doubtless in the periosteum, on 
the upper and anterior surface of the bone. Dr. C. F. Marshall 
reported that the superficial portion consisted of a small round- 
celled sarcoma infiltrating the fibrous layers of the periosteum. 
In the deeper portions there were trabecule of cartilage showing 
stages in the formation of bone. This, however, tended to break 
down rather than form perfectly developed bone. 


SARCOMA OF THE CLAVICLE. 
By F. Bowreman Jasserr, F.R.C.S. 


Mr. Jesserr showed a specimen of sarcoma of the clavicle which 
he removed from a girl, aged 16, four years ago, and the details of 
which he published in ‘The Lancet,’ of June Ist and 8th, 1889. 
Several small recurrent growths had since been removed, and the 
patient, who had had no recurrence, in any way, for the last two 
years, was at present quite well and able to use the limb quite 
freely. 
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April 24th, 1893. 


A CASE OF! NASAL POLYPUS OF UNUSUAL FORM 
AND SIZE, WITH SPECIMENS AND DRAWING. 


By W. Spencer Warson, F.R.C.S. 


Dr. Hunt, of Yeovil, sent Mr. J. 8 to see me on December 
6th, 1892. He was a tall, well-built man, somewhat spare, and 
with a nervous, depressed manner. His age was 50 years; his 
occupation none; but he had been a solicitor’s clerk, and had spent 
some years in Vancouver, whence he returned about six years ago. 
Both sides of his nose are much obstructed, being almost com- 
pletely blocked on the right side, and only partly so on the left. 
His sense of smell is quite lost on the right side, but not on the 
left. The nose is well formed and symmetrical, with the excep- 
tion that the right ala is somewhat flattened and motionless. He 
has noticed this flattening of the right ala and the symptoms of 
obstruction for about two years. A. flattened, leaf-like, polypoid 
growth was visible in the right anterior naris; none was visible 
in the left. Posterior rhinoscopy completely failed, but the finger 
passed into the naso-pharynx detected polypi occupying both sides 
of that cavity and obstructing both choane, though it seemed as 
if the yrowths came entirely from the right nostril, and this after- 
wards proved to be the case. 

On December 6th, 1892, cocaine was applied by Mr. Henry 
Davis, who assisted me, and after trying various forms of snare 
with very little success, bringing away only a moderate sized por- 
tion of the polypi, I succeeded in looping the ring of the ring- 
knife round the main bulk of the growth (the largest piece in the 
specimen jar, and represented in the illustration) and extracting 
it. The three pieces in the centre of preparation-jar were removed 
at this sitting. The remaining pieces were removed partly by the 
wire snare and partly by means of the sliding forceps, at various 
dates between December 6th and December 21st, when the 
patient went home to Somersetshire, and was directed to use a 
spray of hazeline and vulcanite plugs. The nostrils were at that 
time quite free from obstruction, and he was immensely relieved. 
The improvement, both in his local condition and in his general 
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health, continued, and when last seen, on February 28th of the 
present year (1893), he was quite well, and no obstructing growth 
was visible in either of the nasal fosse. 
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Opposite views of the same specimen, removed with others from the right 
nostril, from drawings by Mr. George Spencer Watson. 


Some of the specimens exhibited differ very little from ordinary 
polypi, though they are considerably flattened, and some of them 
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are pieces of hypertrophied membrane from the turbinals, but the 
central large piece offers several peculiarities of form which are 
well represented by the pencil sketch, which was made on the 
same day on which it was removed, and before it had been altered 
in appearance by immersion in spirit. It will bg observed that the 
‘‘ finger-like processes’ which form the main bulk of the mass, are 
now much more tapering, and less bulky in every sense, than when 
they were first removed. 

Having compared this one with many museum specimens, I have 
only found one that resembles it—a large polypus, presented by 
Sir Astley Cooper to the College of Surgeons Museum (No. 3940 
of the Pathological Series)—but in that specimen the main bulk 
of the tumour consists of a large cystic growth. There is no 
history of the case in the Museum Catalogue. At first I was 
inclined to think that the growths must have originated in some 
papillomatous hypertrophy of the turbinated bodies, but their form 
is perhaps better explained as the result of pressure. 

The diagnosis as to the seat of the polypi was obscure, as it 
always is when the nasal fossa is so full of obstructing growths, 
that no view of the deeper parts can be obtained. It was also 
obscure as to whether one or both fossee were involved. There 
was great obstruction on the left side, as well as on the right, and 
though there were no growths visible anteriorly in the left fossa, 
it was not till after the removal of the principal mass occupying 
the naso-pharynx that it became evident that the obstruction to 
the left side was due to the overlapping of the left posterior naris 
by the polypoid mass whose origin and attachments were in the 
right cavity only. 

In the treatment, the failure of the suare method was due to the 
very irritable state of the naso-pharynx, which rendered it impos- 
sible to manipulate the loop of wire by passing the finger into the 
fauces. The ring-knife being a rigid loop did not yield before the 
closely packed processes, and I fortunately succeeded in slipping it 
well over the bulk of the growth and detaching it at a point from 
which the greater number of the growths sprang and spread out 





radially. The specimen and drawings both show this peculiarity 
very well. 

[N.B.—The specimens are mounted, and can be seen in the 
Royal College of Surgeons Museum, Pathological Series, No. 3943:. | 
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CASE AFTER AMPUTATION OF THE HIP-J OINT. 
By H. P. Symonps, F.R.C.S. Edin. 


February 8th, 1890.—W. Watts, aged 8, was admitted into the 
Radcliffe Infirmary suffering from hip-joint disease; on account 
of the rapid progress of the disease excision of the hip-joint was 
performed by the anterior incision. 

April, 1890.—The joint was found distended with pus, and the 
cartilage covering the acetabulum was eroded by the disease. The 
neck of the femur was sawn through close to the trochanter major. 

October 19th.—Patient was discharged to attend as out-patient. 

December 10th.—Patient was re-admitted, suffering from necrosis 
of trochanter and apparently of the pelvis, the disease progress- 
ing very rapidly, and the temperature assuming a hectic type. 

January 13th, 1891.—It was decided, in order to save the patient’s 
life, to amputate the hmb by Furneaux Jordan’s method. 

The acetabulum was found to be necrosed, and part of the dead 
bone was removed. At the operation his weak condition and state 
of collapse were such as to necessitate transfusion, and pressure 
forceps were left on the vessels to avoid the loss of time in secur- 
ing them by ligature. 

After the immediate shock of the operation was over the patient 
rapidly regained strength, and February 8th was up and about on 
crutches. He was sent to the convalescent home, and has since 
that time enjoyed perfect health. 

He has since been fitted with an artificial leg by Messrs. 
Lindsey, and the chief point worthy of notice about him at the 
present time is the fact that he can walk about at ease without 
any further support, being, in fact, able to walk more than 2 
miles without any discomfort. This result has been effected by 
the perfect way in which the artificial limb is fitted to the pelvis, 
by its lightness, and by the way in which compensating move- 
ment and lateral adjustment have taken place in the lumbar region. 
The stump of bone reproduced from the periosteum left after the 
operation does not seem to have any share in this result. 

Senn records two cases in which a stump was left as large as 
after amputation of the thigh. I also hear a case was reported 
from St. Thomas’s Hospital, but I am unable to find it, and there 
is no record of a patient being able to walk well without stick or 
crutch. 
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CASE OF ARTERIO-VENOUS ANEURYSM. 
By Cuarues Stonuam, F.R.C.S. 


Mr. Stonwam exhibited a woman, aged 21, wh®, ten years aco, 
received a blow over the metacarpal bone of the thumb. An 
arterlo-venous aneurysm had formed between the arteria dorsalis 
pollicis and the commencement of the radial vein. There was a 
marked thrill, which disappeared on slight pressure, and also a 
distinct and peculiar bruit. It had caused pain only during the 
last four months. He thought he could detect a distinct sac lying 
beneath the radial vein. For treatment he proposed to apply 
elastic pressure over the tumour, together with proximal pressure 
on the radial artery; if this failed, he would cut down over the 
swelling and ligature the artery, both proximally and distally. 


CHANCRE OF THE CHEEK—INFECTION THROUGH 
A BITE. 


By JonatHan Hurcurnson, Jun., F.R.C.S. 


Mr. JonaTHan Hourcuinson, jun., showed a man, aged 35, who 
had received a bite on the cheek in the course of a quarrel. A 
small chancre developed, which was but slightly elevated and 
secreted but little; there were a large submaxillary bubo and an 
early roseolar rash over the body. ‘The person who inflicted the 
bite had been attending as an out-patient with secondary syphilis. 
The patient had proved resistant to mercurials administered by 
the mouth, but was doing fairly well under inunction. 


PLASTIC OPERATION FOR RODENT ULCER. 
By Jonatuan Hurcurnsoy, Jun., F.R.C.S. 


Mr. Hurcutnsoy, jun., also showed a man, aged 68, who had 
been the subject of rodent ulcer affecting the inner half of the 
right lower eyelid and the adjacent parts of cheek and nose. 
This was dissected out, and the raw area covered with a flap of 
skin turned down from the forehead, which had firmly united, and 
the patient had no epiphora. 
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